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OPE-REDUKSIE VAN DIE AKUTE VERSTUITE ENKEL* 
J. C. S. SreyTLer, F.R.C.S. (Edin.), Departement Ortopedie, Karl Bremer-hospitaal, Bellville, Kaap 


Deur die gebruik van die term ,verstuite enkel’ dink ons 
onmiddellik aan die letsel wat ons so dikwels sien wanneer die 
voet skielik in inversie gedraai word terwyl gewig op die 
voet geneem word, en die laterale ligamente van die gewrig 
gedeeltelik of algeheel geskeur word. Ons wil graag ons 
bevindinge rapporteer met die diagnose en onmiddellike ope- 
reduksie van die akute verstuite enkel en die resultaat daar- 
van na een jaar. 


Die Diagnose 


Die stewigheid van die enkel-gewrig self, wat ’n skarnier- 
gewrig is, hang af van die bene, die ligamente, die spiere en 
swaartekrag. Laasgenoemde gaan net voor die gewrig in die 
grond, en omdat die laterale malleolus agter die mediale 
malleolus lé in die koronére vlak, val *n groot deel van die 
spanning dus op die ligamente om te verhoed dat die enkel 
oorslaan. Daarbenewens roteer die fibula ongeveer 18° 
na buite met dorsifleksie van die enkel. Die anterior inferior 
tibio-fibulére ligament is dus in volle spanning as die voet in 
volle dorsifleksie is. Skynbaar lyk dit—weens die posisie van 
sy aanhegtings—of die anterior talo-fibulére ligament die 
fibula help anker nog voordat die enkel in akute dorsifieksie 
is. 

Die kalkaneo-fibulére ligament help om te verhoed dat die 
tibia en fibula vorentoe skuiwe op die talus en het ’n strem- 
mende invloed op inversie. Uit dr. Hamilton Bell se kontri- 
busie tot hierdie diskussie, veral wat die diagnose en behan- 
deling van kroniese verstuite enkel betref, sal dit duideliker 
blyk. 

Ten laaste is daar die talo-kalkaneus-ligamente in die sinus- 
larsie en die peroneus longus en brevis pese wat ’n verdere 
stemming op akute inversie het. 

Die ligamente wat dus skeur—gedeeltelik of algeheel—is 
eerstens die anterior talo-fibulére ligament, tweedens die 
anterior inferior tibio-fibulére ligament, derdens die kalkaneo- 
fibulére ligament en vierdens die pese van peroneus longus en 
brevis in hulle skede en ligamente in die sinus tarsi. 

Swellings en teerheid kan dus afsonderlik of gesamentlik 
oor die verskeie ligamente gevind word wanneer hulle verstuit 
word. Die hoeveelheid swelling is “n aanduiding van die 
hoeveelheid skeuring wat plaasgevind het. 


* Lesing gelewer by geleentheid van die eerste jaardag van die 
Stellenbosche mediese skool. 


Wanneer al die ligamente heeltemal afgeskeur is, is die 
enkel onstabiel en die pasiént kan nie op die voet trap nie 
sonder om te voel dat die voet wil oorslaan nie. Die ge- 
skiedenis van die pasiént se reaksies net na die verstuiting, 
gee dus waardevolle inligting. 

Die voet is geswel van bokant die enkel-gewrig tot by die 
tone, voor en agter die onderste end van fibula. Die pyn is 
akuut. 

Gewone antero-posterior en laterale X-straalfoto’s wys niks 
op nie, en terloops, sluit uit enige diastase tussen tibia en 
fibula—wat ’n besering op sigself kan wees. 

Akute inversieplate van albei voete is die finale stap in die 
diagnose. 

Ons het dit absoluut nodig gevind om lokale verdowing te 
gebruik voor en om die onderste end van die fibula om akute 
inversieplate te neem. Dit is ook nodig om self die voete in 
akute inversie te hou, want die radiografiste is geneig om die 
pasiént die ongerief van die akute inversie te spaar. Die 
lokale verdowing neem nie al die pyn weg nie. 


GEVALVERSLAG 


J.R., 22-jarige leerlingelektrisién, het op 25 September 1956 
sy linker enkel verstuit in akute inversie. Hy kon onmiddellik 
daarna glad nie op die voet trap nie, en die hele voet het gou 
opgeswel. Hy het eers op 27 September by die Karl Bremer- 
hospitaal gerapporteer. Die voet was akuut pynlik, hy wou nie 
toelaat dat dit eens effe gedraai word nie, en was geswel vanaf 
bokant die enkel tot by die tone voor en agter die malleoli—en 
selfs die kalkaneus was teer—veral aan die laterale kant. Gewone 
antero-posterior en laterale X-straalfote’s was normaal. Akute 
inversie-plate na lokale verdowing het ’n verskuiwing van dieé 
talus in sy gewrigspasie getoon (Fig. 1). 

Die hematoomformasie was groot, en omdat die weefsel so 
verkleur en anatomie dan moeilik is om te sien, het ons as *n nood- 
operasie die letsel dieselfde dag blootgelé onder bloedlose veld deur 
*n 5-duim velsnit van net agter en onder die laterale malleolus tot 
byna in die middel van die dorsale deel van die voet. 

Bevindinge 

1. Die anterior talo-fibulére ligament was af en die proksimale 
end saam met die kapsule in die enkelgewrig ingesuig. 

2. Die kalkaneo-fibulére ligament was af. 

3. Die hele enkelgewrig-kapsule was oopgeskeur tot by die 
mediale malleolus. 

4. Die skede van die peronei was in repies, maar die_pese self 
was nie geskeur nie. 

5. Die kalkaneo-cuboid-gewrig was oop. 

6. Die talo-kalkaneus-gewrig was gedeeltelik oop. 

Die letsel is dus in werklikheid byna ’n totale ontwrigting van die 
talus. 
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Fig. 1. Inversieplaat wat algehele skeuring van laterale ligament wys. 


Reparasie 

Alle bloedklonte is sover moontlik verwyder, die anterior 
talo-fibulére ligament is geheg met enkeldraad atraumatiese staal- 
draad, die kapsule van die enkel-gewrig self met gewone derm- 
snaar, die kalkaneo-fibulére ligament met gewone dermsnaar, die 
skede van die peronei is hier en daar effe bymekaar getrek, en die vel 
met Dermalon geheg. Die voet is in eversie gebring, in gips vir 
6 weke (4 weke met loopyster), daarna 2 weke in Viscopaste en 
toe ’n crépe-verband vir 2 weke. 

Hy was 3 maande na sy besering weer in sy werk terug en 
het geen klagtes gehad nie. Die voet was stabiel en het hom 
nie las gegee nie. Beweging was nog in alle rigtings effe beperk. 

Na 1 jaar was daar bykans normale funksie—alleen akute 
inversie was omtrent 5-10° minder aan die beseerde kant as aan die 
normale kant. Daar was geen pyn of swelling om die enkel, en 
beweging het effe pynlose gewrigskrepitus gewys. Akute inversie 
X-straalfoto’s het geen verskuiwing van die talus getoon nie, en 
het normale beendigtheid getoon. Die effe verminderde inversie 
kan duidelik gesien word (Fig. 2). 


BESPREKING 


Sover ons kan nagaan in die literatuur was daar nog geen 
verslag van soortgelyke bevindinge in die akute verstuiting 


BOOKS RECEIVED 
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M.A., M.D. (Cantab.), F.R.C.S. (Eng.), Hon. LL.D. (St. 
Andrews). Pp. xiv + 899. 671 Illustrations. 95s. + 2s. 3d. 
Postage. Bristol: John Wright & Sons Ltd. 1958. 

The Matrix of Medicine. Some Social Aspects of Medical Practice. 
Edited by Nicolas Malleson, M.D., M.R.C.P. Pp. xviii + 234. 
4 Figures. 1 Plate. 45s. net. London: Pitman Medical 
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Diseases of the Thyroid and Parathyroid Glands. By Bernard J. 
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$8.50. New York: Intercontinental Medical Book Cor- 
poration. 1958. 


Fig. 2. Inversieplate van dieselfde pasiént as in Fig. 1, 1 jaar na die 

operasie. 
van die enkel nie. Sir Reginald Watson-Jones se aanbeveling 
is 3 maande spalking in eversie in gips vir dié tipe van geval. 

Ongelukkig het ons nog net een s6 ’n geval, maar voel 
oortuig dat blootlegging en onmiddellike hegting van die 
ligamente die aangewese behandeling is. Die voordele is dat 
bloedklonte verwyder kan word, ligamente akkuraat geheg 
kan word, en ’n mens seker kan wees dat daar nie verslapping 
van die laterale ligamente later sal voorkom nie. Die twee 
wat oénskynlik die belangrikste is, is die anterior talo-fibulére 
ligament en kalkaneo-fibulére ligament. 

Dit maak ’n uitgebreide peesreparasie daarna onnodig, 
en die pasiént is na 3 maande ongerief, verseker van ‘n 
stabiele enkel. 

Dié tipe verstuite enkel is ’n ernstige letsel. 


OPSOMMING 


Verslag is gedoen oor die bevindinge in die onmiddellike 
ope-reduksie van die akute verstuiting van die enkel-gewrig 
en die resultaat daarvan na een jaar. 


Ek wil graag my innige dank uitspreek teenoor dr. Hamilton Bell, 
my hoof, vir sy hulp en aansporing om die geval te rapporteer. 


VERWYSINGS 
1. Watson-Jones, R. (1955): Fracture and Joint Injuries, 4th ed., vol. 2, p. 87, 
Edinburgh: Livingstone. 
. Kleiger, B. (1954): N.Y. Med. J., 54, 25 
. Anderson, K. J. en Le Corgq, J. F. (i934. 7 “Bone Jt. Surg., 36, 825. 
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by Stanley Marshall, M.D., B.S. (Lond.), M.R.C.S. Pp. 
viii + 216. 18 Illustrations including 12 in colour. 21s. net. 
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Progress in Arthritis. Edited by John H. Talbott, M.D. and L. 
Maxwell Lockie, M.D. Pp. viii + 456. Illustrations. $12.50. 
New York and London: Grune & Stratton, Inc. 1958. 

Intestinal Obstruction. By Claude E. Welch, M.D., D.Sci(Hon.). 
Pp. 376. 135 Figures. $10.50. Chicago: Year Book Pub- 
lishers, Inc. 1958. 
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VAN DIE REDAKSIE 
JAARDAG VAN DIE STELLENBOSCHE MEDIESE SKOOL 


In ’n land soos Suid-Afrika moet die stigting van ’n nuwe 
mediese skool as ’n heel besondere gebeurtenis beskou 
word. Maar, dit is nie soseer die feit van die totstand- 
koming van ’n addisionele mediese skool as sodanig wat 
van belang is nie. Van veel groter betekenis is die weten- 
skaplike en kulturele fundering van daardie skool. Die 
kernvraag is nie hoeveel mediese skole daar in die land is 
nie, maar wel in hoeverre elke mediese skool, en nou ook 
hierdie nuwe een, hom dit ten doel stel om bo alles ’n vol- 
waardige akademiese en wetenskaplike inrigting te word. 

Om hierdie rede is dit dus verblydend om te sien dat die 
Mediese Skool van Stellenbosch besluit het om sy eerste 
jaardag nie met opperviakkige trompetgeskal van uiterlike 
vertoon te vier nie, maar wel deur middel van ’n dag gewy 
aan wetenskaplike voordragte en uitstallings—op grond 
dus van navorsingswerk waarmee alreeds °*n oortuigende 
begin aan die Skool gemaak is. 

By die geleentheid van hierdie jaardag is 12 wetenskaplike 
voordragte gelewer deur lede van die doserende personeel, 
en 9 wetenskaplike uitstallings is gereél. °‘n Aantal van die 
voordragte is vir publikasie aan hierdie blad beskikbaar 


gestel en die Suid-Afrikaanse Tydskrif vir Geneeskunde, 
as vakblad van die Mediese Vereniging van Suid-Afrika, 
beskou dit as *n besondere voorreg om spesiale ruimte vir 
hierdie bydraes af te staan by wyse van ’n gebaar van wel- 
willendheid en van verwelkoming. 

Ons wil die hoop uitspreek dat al die lede van die per- 
soneel van hierdie skool ook aktiewe en produktiewe mede- 
werkers van ons 7ydskrif sal word en sal bly, want dan sal 
hulle nie net meehelp om die naam van die Mediese Skool 
van Stellenbosch groot te maak nie; hulle sal ook help om 
*n ideaal van one hele Mediese Vereniging te verwesenlik, 
naamlik om ook ons blad tot iets groots en goeds uit te 
bou—’n blad waarop elke afsonderlike lid van die Mediese 
Vereniging trots sal kan wees. 

Die jaardag wat die Skool gereél het en die bydraes wat 
ons in hierdie uitgawe van ons blad plaas, dien as bewys 
van die erns waarmee die Mediese Skool van Stellenbosch 
sy taak aanpak en as teken dat dit die skool se uitgesproke 
begeerte is om in die eerste en‘ laaste plek in die diens te 
staan van die mediese wetenskap. Mag hierdie skool lank, 
suksesvol en glansryk voortleef! 


EDITORIAL 
ON READING A PAPER 


No one, if he is wise, will ever read a paper at a medical * 


meeting. No, we are not advocating another variety of 
boycott but merely commenting on how difficult it is to 
hold the attention of the audience when one does read 
a paper. We are sure that this agrees with the experience 
of most of our readers. Most of the time one sees the top 
of the speaker’s head with every now and again a fleeting 
glimpse of his eyes as he looks to his audience. (One often 
wonders whether he does this to convince himself that the 
audience is still there!) But, joking aside, it is true that a 
paper presented as a talk is much more likely to be ap- 
preciated than one that is read. As a speaker reads from his 
notes it is very difficult to prevent his listener’s attention 
from wandering. A speaker who looks at his audience is 
able to instil something of his personality into his talk and 
this animation helps a great deal towards holding the audi- 
ence’s attention. It is true that this is the ideal which not 
every one can achieve. Sometimes the subject matter is 
difficult and complicated, and serious errors might occur 
if notes are not frequently referred to. But we would suggest 
that such a topic is not a suitable one for a presentation of 
this kind. If the speaker finds himself in this difficulty it 
is fairly certain that the audience is in even greater trouble 
in understanding what is being said. By assiduous training 
it is often possible for a poor speaker to become, if not a 
brilliant speaker, at least one who can ‘put it across’ success- 
fully. It is often remarked that it is essential for the speaker 
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to be master of his subject. Though the best talks are not 
always given by those who know most about a particular 
field, yet a clear understanding of the subject by the speaker 
is of great assistance in presentation. If only by being master 
of the subject to such an extent that he does not need to 
read his paper, the speaker has ensured a degree of simplifi- 
cation which will add greatly to the clarity of the address. 
If the ideas are crystal clear in the speaker’s mind he will 
be in a better position to convey them to the audience. 
One of the troubles is that speakers will try to cover 
the subject completely. This may be necessary in a formal 
presentation in a written paper. But the same degree of 
completeness is not so essential in a verbal presentation. 
It is unlikely that anyone in the audience will spot an omis- 
sion and if he does it can often be dealt with subsequently 
in the form of a question. Even if the paper which has been 
‘read’ is to be published it is not essential that the one version 
should be an exact copy of the other. For ease of presenta- 
tion and for the sake of clarity it is often advisable to simplify 
the verbal communication, provided one does not mislead 
the audience in any way. For unless the talk is being re- 
corded it is very unlikely that anyone will notice the differ- 
ence when, some time later, he sees the address in print! 
In this way there can be two papers, one suitable for ‘reading’ 
and one for ‘publishing’. Papers which are suitable for the 
one form of presentation are rarely suitable for the other. 
But the better speakers merely have a list of points to which 
they can refer as they talk—glancing at their paper as they 
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do so to show that their talk and their paper are, in fact, 
one and the same thing. 

In these days of colour photography and the almost 
universal availability of photographic projectors there is 
little excuse for the absence of slides. It is incredible how 
a few well-drawn graphs or tables of figures can transform 
what might otherwise be a very dull and unintelligible 
paper. But almost as much care and skill must be used in 
the preparation of these slides as in the actual experiments. 
It ought to be obvious to anyone that the fewer the facts 
on a single slide the more likely is it that the audience will 
appreciate the point! But we have all seen slides projected 
on a screen, filled from top to bottom with a mass of figures. 
They are often invisible to all but those in the front rows of 
the audience; and even those benefit but little for they are 
unable to sort out the essential core of facts from the flood 
of details which cover the rest of the slide—even if they 
get time to read them before the slide is snatched away. 
Once again the fault has been that the speaker has striven 
for completeness and has sacrificed clarity. Another fault is 
bad preparation of the slides themselves. Typescript can 
be used, but requires care to ensure legibility. It should 
only be used sparingly. Stencils are easily procurable and 
with a little practice almost anyone can be trained to pro- 
duce respectable graphs or tables. 


KISTOGRAFIE EN 
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Modern statistical methods have made it possible to 
condense a large mass of figures, so that the tables can often 
be reduced to two or three figures with a significance level, 
With a brief word of explanation the speaker can make 
clear to those members of the audience who do not under- 
stand this method of presentation what is and what is not 
important. The finer details of the variation between indi- 
vidual readings can be brought out by means of the standard 
deviation or amplified later either in discussion or in the 
subsequent publication. Histograms, scattergrams or simple 
graphs can often be used to advantage and drive home a 
point far better than minutes of talking. It is of course 
important for the slides to be shown in proper order, and 
not upside down or back to front. A few minutes spent 
with the projectionist beforehand—perhaps a trial of some 
of the slides in the projector—should avoid those embarrass- 
ing moments when the slide is tried in every possible position 
before the correct one is discovered. 

Finally, is it too much to ask of a speaker that he should 
not talk too fast and yet not exceed his allotted time? If 
he cannot finish on time, or only by racing through his 
paper, he should either ask for more time before he starts, 
or shorten and simplify his talk. The latter is usually to be 
preferred, for strangely enough in so doing he will almost 
always improve his paper beyond all recognition. 


URETRAGRAFIE + 


J. D. Jousert, F.R.C.S., F.R.F.P.S., M.B., CH.B., B.A., Department Urologie, Karl Bremer-hospitaal, Bellville, Kaap 


Ek wil probeer bewys dat bogenoemde metodes van ondersoek 
nie alleen maklik is nie, maar dat hul ook dikwels help om 
die diagnose in blaaskondisies vas te stel, en soms is dit byna 
die enigste metode waarop die diagnose met totale sekerheid 
vasgestel kan word. 


Metodes 
Kortliks genoem is daar 3 metodes waarop ons kistogramme 
doen. 


+ Lesing gelewer tydens die Eerste Akademiese Jaardag van 
die Karl Bremer-hospitaal op 4 Oktober 1957. 


1. Die kistogram vorm deel van die gewone binneaarse 
piélogram-reeks (Fig. 1). Dit wys hoe groot die blaas is, en as 
ons teen die einde van die ondersoek die pasiént laat urineer, 
en nog ’n foto neem, kan ons nagenoeg skat wat die res is 
(Fig. 2). Dié is °’n baie handige manier om te besluit wat die 
res is, want kateriseer ons ’n pasiént, met ’n groot res, veroor- 
saak ons partykeer infeksie van die blaas, en partykeer 
presipiteer ons akute obstruksie in ‘n pasiént wat miskien vir 
een of ander rede nog nie gereed vir operasie is nie. 

2. Dit kan retrograads deur ‘n kateter gedoen word, 


Fig. 1. Kistogram as deel van die binneaarse piélogramrecks. 
Dit wys ‘n vullingsdefek, wat veroorsaak is deur groot laterale 
en middel prostaatlobbe. 

Fig. 2. Wys 4 of 5 onse res, foto geneem aan die einde van die 
B.A.P.-reeks, na pasiént geurineer het. Onnodig om pasiént nou 
te kateriseer. 

Fig. 3.* Groot vullingsdefek, veroorsaak deur ’n massiewe pros- 
taat met prostaatstene, en linker-ureter soos ’n vishoek opge- 
buig. 

*n Vullingsdefek en prostaatverkalking, en vishoek- 


Fig. 5.* Groot laterale lobbe. Daar is ook ’n veelpuntige steen 
in die blaas. 

Fig. 6. Wat lyk soos ‘n vullingsdefek, deur ’n prostaat veroorsaak, 
is in werklikheid lug in die rektum. Dié is dikwels ’n oorsaak 
vir *n foutiewe diagnose, maar noukeurige rektale ondersoek en 
kistoskopie, veral van die prostaat-uretra, sal verhoed dat ons 
nie net ,wind’ uithaal nie. 

Fig. 7. Etlike prostaatstene, een daarvan is so groot dat die diag- 
nose van ’n blaassteen gemaak was totdat ’n kistogram die blaas 
bokant die steen gewys het. 

Fig. 8.* Die vullingsdefek is nie deur ‘n ronde steen of prostaat 
middellob veroorsaak nie, maar wel deur die blasie van ’n Foley- 
kateter. 

Fig. 9. Dieselfde pasiént as in Fig. 19, maar hier was die blaas 
eers deur ’n kateter geledig en toe was kontrasmateriaal direk 
in die blaas gespuit. Nou ts die diwertikel goed gevul. 


Fig. 10. Dieselfde pasiént as in Fige. 9 en 19, effens skuins ge- 
draai om die nek van die diwertikel te wys. Die ureter was tussen 
blaas en diwertikel geknyp, het net onder die nek na vore gekom, 
en so was die hidroureter en hidronefrose veroorsaak. 

Fig. 11. Hierdie twee diwertikels is klein en het hulle self goed 
geledig met blaaslediging, dus was diwertikelektomie nie ge- 
noodsaak in dié ou en swak pasiént nie. Alleenlik die obstruksie 
by die blaashals was verwyder. 

Fig. 12. Intraperitoneale bars van die blaas. Die blaas is klein 
gekrimp, en kontrasmateriaal lé tussen die derms in die holte 
van Douglas. Uriodone is nie gevaarlik in die peritoneale holte 
nie, die diagnose word maklik gemaak en die noodoperasie, 
wat ’n baie siek pasiént moet ondergaan, word met sekerheid 
beplan. 

Fig. 13.* Fraktuur van bekken met gebarste blaas (ekstraperi- 
toneaal) en geskeurde uretra net onder die prostaat. Kontras- 
materiaal lé voor die blaas in die retropubiese weefsels. 

Fig. 14.* Dieselfde blaas 2 maande na operasie met ’n mate van 
vernouing van die uretra net onder die prostaat. Funksie is goed. 
Fig. 15.* Die traan- of reéndruppelblaas, wat veroorsaak word 
deur bloed in die beenbekken, wat die blaas mediaal druk, maar 
ten spyte van die bekkenfrakture is die blaas nie gebars nie. 1 
Operasie word dus vermy. 


* Hierdie foto is opgeknap om die afdruk duideliker te 
maak. 
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wanneer die blaas met natrium jodied, uriodone ens. gevul 
word. 

3. As daar ’n suprapubiese buis in die blaas is, kan dit 
natuurlik hierdeur gevul word. 

*n Baie seldsame manier is om die blaas te vul deur ’n buis 
in die nier, nierbekken of ureter. Fig. 16 is ’n foto van ’n 
68-jarige pasiént met wye teringletsels in albei longe vir 
meer as 40 jaar, met bilaterale nier- en blaastering vir 25 jaar. 
Die blaas is kleiner as ’n vingerhoed, die pasiént het ’n regter- 
ureterostomie nou vir 7 jaar, urine van die linkernier kom 
deur die blaas, met die regterureter op, en so funksioneer albei 
kante deur een opening. Die pasiént lei ’n aktiewe lewe, 
dreineer twee pinte urine in sy rubbersakkie gedurende die 
dag, en 5-6 pinte snags, weeg 240 pond en is doodgelukkig. 
Fig. 22 is ’n foto van ’n baba van 8 dae met uretrale kleppe, 
obstruksie, en ontsaglike dilitasie van blaas, ureters, nier- 
bekken en kelke, gevul deur bilaterale nephrostomie. 
VOORBEELDE van gevalle wanneer kistogramme ens. van nut is: 

A. ’n Vergrote prostaat groei in die blaas op, as daar 
verkalking of prostaatstene is, wys di¢é ook, en die ondereindes 
van die ureters word soos vishoeke opgedruk (Fige. 3, 4, 5, 7). 
Hier moet ons versigtig weer vir 2 dinge, viz. (a) lug in die 
rektum mag lyk soos ’n groot prostaat—gewoonlik wys die 
lug ook buite die perke van die blaas (Fig. 6), en (5) die blasie 
van die Foley-kateter is rond maar mag ons fop veral in 
eksamens (Fig. 8). 

B. Met obstruksie onder die blaas is daar trabekulasie 
(Fig. 26) van die blaasmuur, sakvorming, en later ook vorm 
diwertikels. Diwertikels wys gewoonlik in die gewone binne- 
aarse piélogram-serie, maar as die diwertikel baie groot is, 
met ’n nou nek, dan vul alleenlik die blaas met die ondeur- 
straalbare materiaal. So ’n foto mag mens dus die indruk 
gee dat daar ’n vergroeisel in die blaas is wat ’n vullingsdefek 
veroorsaak (Fig. 19). As so ’n blaas nou goed geledig en dan 
met ondeurstraalbare materiaal retrograads gevul word, dan 
sien ons duidelik die grootte van die diwertikel, sy verhouding 
tot die blaas, en die grootte van die kommunikasie tussen die 
twee(Fige.9 en 10). Ons neem gewoonlik 3 fotos, (1) van voor, 
(2) regs skuins, (3) links skuins. Nou laat ons die vloeistof 
uitloop deur die kateter, of die pasiént passeer urine as hy 
kan, en ons sien of die diwertikel homself ledig (Fig. 11). 
In ’n ou en swak pasiént, met baie sakkies of vlak diwertikels, 
wat goed geledig word, sou dit onnodig en verkeerd wees om 
hulle te verwyder, maar as die diwertikel groot is, ’n nou nek 
het, en nie vanself ledig nie, moet dit verwyder word, Of voor 
die obstruksie getakel word met ’n aparte operasie, of voor 
die obstruksie (gewoonlik ’n prostaat) verwyder word in een 
operasie (d.w.s. die pasiént is in *n goeie kondisie, die 
diwertikel is nie te groot en te moeilik om te verwyder nie, 
en is nie alreeds septies nie). 

Elke pasiént wat alreeds 'n kateter in het wanneer die reeks 
binneaarse piélogramme gedoen word, behoort terselfdertyd 
kistogramme te laat doen, want soveel nuttige informasie 
kan verskaf word wat dit moontlik maak om te sé net wat ons 
by die operasie gaan kry en gaan doen. Dit bring ons in ’n 
ongeleentheid by die pasiént, sy familiebetrekkinge, die 
narkotiseur en die assistent en die teaterstaf, as ons ewe skielik 
besluit dat die pasiént ’n diwertikel sowel as ’n prostaat het, 
wat verwyder moet word. Dit mag moeilik wees om 
diwertikels kistoskopies te vind, en dit mag onmoontlik wees 
om hulle te kry selfs met die blaas oop (te meer so met Millin 
se metode waar die blaas nie ge-open word nie) tensy ons 
weet waar die opening is. 
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C. Blaasstene sonder veel kalk mag nie duidelik op ’n 
gewone oorsigfoto sigbaar wees nie, maar sal as ’n vuilings- 
defek op ’n kistogram wys. 

D. Papillomata van die blaas wys as ’n kleiner of groter 
vullingsdefek (Fig. 20). 

E. Karsinoom van die blaas wys as ‘n onreélmatige vullings- 
defek aan die een kant van die blaas, en die ureter aan daardie 
kant is Of uitgesit, Of daardie nier funksioneer nie meer nie, 
te wyte aan infiltrasie en obstruksie van die uretermond 
(Fig. 21). 

F. Pasiénte betrokke in ongelukke, ’n skop of stamp in 
die buik, en met fraktuur van die bekken, het dikwels ’n 
gebarste blaas en/of ’n verbreking van die uretra net onder 
die prostaat. Om die diagnose seker te maak, passeer ons ’n 
kateter en spuit omtrent 6 onse kontrasvloeistof in, en neem 
X-straalfoto’s. As die blaas intraperitoneaal gebars het, dan 
sien mens die materiaal buite die blaas, in die buikholte, en na 
lediging van die blaas deur dieselfde kateter, lé die kontras- 
materiaal nog sigbaar in die bekken (Fig. 12). As die blaas 
extraperitoneaal gebars het, of as die uretra in die bekken ge- 
breek het, dan sprei die kontrasmedium in ’n viamagtige 
manier in die bekken (Fig.13). °n Noodoperasie is nodig, die 
blaas word toegewerk en gedreineer, en die uretra word op een 
of ander manier gespalk en die 2 dele bymekaar gebring; die 
eindresultaat word in Fig. 14 gesien. As daar bloeding in die 
sagte weefsels om die blaas is, sé bv. met ’n fraktuur van 
die bekken, dan kan kneusing van die blaas haematurie veroor- 
saak, sonder dat dit gebars is. Die fraktuur, die haematurie, 
en die erge graad van teerheid oor die onderdele van die buik, 
maak mens dan dink dat daar lekkasie van urine mag wees, 
en hier kry mens ’n tipiese X-straal foto wat soos ’n traan of 
hangende reéndruppel lyk, wat veroorsaak word deur 
kompressie van die blaas deur bloed en edeem buite die blaas 
(Fig. 15). 

G. ’n Blaasnawel-buis (urachus) wys op die kistogram Of 
soos ’n diwertikel Of soos ’n oop buis tot by die nawel. 

H. In pasgebore babas en in jong kinders kry ons vergrote 
blase, verrekte ureters, en groot, maklik voelbare hidrone- 
frotiese niere as gevolg van die onverklaarbare vergrote organe 
(Fig. 25, verwant aan megacolon), of as gevolg van obstruksie 
onder die blaas. Obstruksie kan veroorsaak word deur 
(a) ’n nou voorvel, (5) ’n klein meatus, (c) vernouing van die 
uretra, (d) ’n groot veru montanum, (e) uretrale kleppies wat 
soos gordyne vanaf die veru hang, en ( / ) Marion se kondisie, 
nl. vernouing van die blaasnek, verwant aan stenose by die 
maag-uitgang. Dit is in Marion se siekte en kongenitale 
kleppies van die prostaat uretra veral dat kistogramme wat 
geneem is, terwyl die baba urineer, van ontsaglike hulp is. 
Inderdaad berus die diagnose grotendeels op die metode van 
ondersoek. Die blaas is groot en verrek, met trabekulasie 
en ’n dik wand, die ureters is verrek en laat toe dat die kontras- 
materiaal opgaan en die niere vul. Dus kry ons tegelykertyd 
*n kistogram sowel as *n piélogram, wat baie handig is, aan- 
gesien die bloed-ureum gewoonlik hoog is en binneaarse 
piélogramme nie moontlik is nie; en °n kistoskopie en retro- 
graadse piélogram in ‘n seuntjie wat 7 dae oud is, wat alreeds 
ernstig siek is, is nie alleenlik tegnies moeilik nie, maar gevaar- 
lik. As daar kleppe van die uretra is, dan is daar ook verrekking 
van die prostaat-uretra, en die prentjie is so tipies dat die 
diagnose vir seker gemaak kan word. Die kleppies is moeilik 
om kistoskopies te sien, en mens verwelkom die makliker 
metode van diagnose (Fig. 23). 
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Fig. 16. Albei nierbekkens, ureters en klein blasie was gevul deur die regter-ureterostomiebuis. (’n Geval van tering, met fibrose van die 
blaasmuur en ontsaglike uitsetting van ureters, bekken en kelke.) ; 
Fig. 17. Tering van regternier, met ’n klein sistoliese onreéImatige blaas. Dié kan maklik vir blaaskanker geneem word. = 
Fig. 18.* Tregtervormige blaasnek van tabies. 

Fig. 19. ‘n Groot diwertikel aan die linkerkant, vol vuil urine. Kontrasmateriaal het dit nie gevul gedurende die B.A.P.-reeks nie, en het 


ae gedink dat daar ‘n blaaskanker was met linkerhidroureter en hidronefrose. Let wel, ‘n kanker sou ’n meer onreélmatige opper- 
Wakte getoon het. 


Fig. 20.* Papillomata wat die blaas so te sé vul, met ‘n klein ,maan’ van kontras-materiaal aan die een kant. Die regterureter en -nier as 
is verrek. Papillomata moes deur ‘n oop operasie verwyder word en het ‘n groot nierbakkie gevul. Bloeiende areas was gepulgureer. 
Drie maande later was daar 4 of 5 klein papillomata wat maklik deur ‘n kistoskoop gefulgureer kon word. 


Fig. 21. Groot karsinoom aan die regterkant van die blaas, met uitsetting van regternierkelke en baie swak funksie. 


* Hierdie foto is opgeknap om die afdruk duideliker te maak. 
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Fig. 22. 


Fig. 24.* 
punte: 


*n Baba, ’n paar dae oud, met verrekte nierbekken, ureters en blaas, wat ver- 
oorsaak is deur uretrale kleppe, word deur piélostomie-buise gevul. 

Fig. 23.* Baba, 7 dae oud, met obstruksie deur uretrale kleppe. Deur bilaterale piélos- 
tomiebuise was kontrasmateriaa! ingespuit, om sy verrekte nierkelke, bekken, ureters 
en blaas te vul. Sien ook die verrekte prostaat-uretra tot by die kleppe, dus stel ons met 
sekerheid vas waar die obstruksie lé. 

Die kisto-uretrogram, geneem terwyl die pasiént urineer, wys verskillende 
(a) ’n Wye prostaat uretra, as gevolg van transuretrale prostaatreseksie, (b) ‘n 
struktuur van die uretra, (c) ’n klein uretroseel. 
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Fig. 25.* “n Groot blaas sonder obstruksie, plus verrekte ureters, en bilaterale hidronefrose. Die ureters en niere het so gevul deur net 
die blaas te vul, ‘n maklike manier om retrograadse piélogramme in ’n klein baba of jong kindjie te doen, wat baie waardevolle inligting 


kan verskaf. 


Fig. 26.* Trabekulasie, sakkies, en klein diwertikels, met Foley-kateter in die blaas. ; ee 
Fig. 27. Uretroseel of diwertikel van die uretra, met ‘n sinus wat proksimaal in die weefsels versprei, na infeksie en erosie deur die diwer- 
tikelmuur. Die pasiént se urine was altyd vuil, en as mens op sy perineum druk, kom ‘n dessertiepel vol vuil urine by sy uretra uit. Ure- 


troseel verwyder, en nek toegewerk. 


* Hierdie foto is opgeknap om die afdruk duideliker te maak. 


I. Tering van een nier gee hidronefrose en holtes in die nier, 
die blaas word klein, onreélmatig en sistolies (Fig. 17). Die 
ander ureter en nierbekken verrek later want terugdamming 
van kontrasmedium vind deur die verrekte uretermond plaas, 
opgeforseer deur die klein, sistoliese blaas. 

J. *n Fistel tussen die blaas of ureira en ander organe, bv. 
derm, wys gewoonlik mooi op kistogramme. 

K. Neurogeniese blase het tipiese verskynsels, bv. die klein 
blasie met trabekulasie en *n dik muur wat ons in die outo- 
matiese blaas kry, die groot, verrekte, gladde blaas met 
tregtervormige blaasnek, wat ons in die tabiese pasiént kry 
(Fig. 18). 


L. Strikture van die uretra wys pragtig op uretrogramme 
in die skuins posisie geneem (Fig. 24). 

M. ‘n Uretroseel, veral in mans, word mooi gesien op ‘n 
uretrogram, en mens kan sy posisie en grootte vasstel (Fig. 27). 


Ek kan oor baie ander kondisies dink wat interresante en 
hulpvaardige prentjies lewer, maar ek wil graag 3 kondisies 
beklemtoon waarin ek kistogramme van die grootste waarde 
vind, naamlik: 

1. Ongelukke waarin die blaas betrokke is. 

2. Blaasnek-obstruksie met diwertikels. 


3. Babas met obstruksie net onder die blaas. 
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ACRODERMATITIS CHRONICA ATROPHICANS (PICK-HERXHEIMER)* 
REPORT ON A SOUTH AFRICAN CASE AND A DISCUSSION OF THE RELATIONSHIP OF 


ACRODERMATITIS CHRONICA ATROPHICANS 
LYMPHADENOSIS 


JAMES MARSHALL, M.D., Department of 


Acrodermatitis chronica atrophicans (ACA) is relatively 
common in Central, Eastern and Northern Europe. Else- 
where it is rare and many of the cases reported from other 
lands have occurred in immigrants from the endemic areas. 

In France the great majority of cases have been found 
in the north-east, where Pautrier, of Strasbourg, and his 
colleagues published numerous studies in the 1920s. This 
work is summarized in the Nouvelle Pratique Dermatologi- 
que,’ where the historical background and a detailed de- 
scription of the disease will be found. ACA is uncommon 
in Britain. I found only 3 cases reported in the British 
Journal of Dermatology during the years 1936 to 1956; 
two of the patients were German, the other Polish. Accord- 
ing to Wallace,” of the patients with ACA seen at St. Thomas’s 
Hospital, London, only one (a dubious case) was British- 
born. Prakken® states that ACA is rare in Holland and 
that he sees perhaps one case in a year. 

Marchionini,* in a recent article, states that he never 
saw a case during the 10 years he practised in Turkey and 
that he found none reported in the Turkish literature. He 
quotes some American observers as maintaining that ACA 
is found in the USA only among immigrants from Central 
or Northern Europe. This is an overstatement; Montgomery 
and Sullivan® have reported a series of 45 cases of ACA, 
seen at the Mayo Clinic, in which 6 patients were native- 
born Americans, one a Mexican, 8 Scandinavians, and the 
rest from Europe or Russia. They also cite reports of ACA 
in natives of South America, Greece and Turkey. 


CLINICAL 


ACA may begin at any age but the first signs appear oftenest 
during the Sth or 6th decades. In many reported series 
women have been affected much oftener than men; for instance 
in Montgomery and Sullivan’s series® there were 37 women 
and 8 men, in Hauser’s 182 women and 52 men*:?. The maiority 
of cases occur in country-dwellers. Trauma, exposure to 
cold, or insect bites, have preceded the onset of the disease 
in some cases and familial incidence* has been reported 
on a few occasions. 

The generally accepted name ‘acrodermatitis’ is not 
always appropriate because the actual extremities are some- 
times spared. and ‘dermatitis chronica atrophicans’ or 
‘dermatitis atrophicans progressiva’ (Jadassohn) are more 
apt. 

Sites of election for the lesions are the limbs, especially 
the legs, and distribution is usually roughly symmetrical, 
but may be unilateral or confined to a limb. Although 
spread is often halted on the limbs, extension to the buttocks 
or breasts is not uncommon and nearly the whole body 
surface may sometimes be affected. An early, inflammatory 
Phase is followed by one of atrophy and it is in this latter 
phase that patients are usually first seen. Progress is nearly 
always extremely slow over many years but rapid evolution 


* A paper read at the first anniversary of the Stellenbosch 
medical school. 


TO ERYTHEMA CHRONICUM MIGRANS AND 
BENIGNA CUTIS 


Dermatology, University of Stellenbosch 


over a few months has been reported in a few cases. 

The primary, inflammatory lesions (solitary or multiple) 
appear, in most cases, as ill-defined reddish-violet patches, 
non-infiltrated and fading on pressure, on the dorsa of the 
hands or feet or on the legs or arms, especially over bony 
prominences. Rarely, the primary lesions are little yellow 
or red dermal papules or nodules. The erythematous areas 
develop a soft, diffuse or nodular infiltration and slowly 
spread peripherally; their borders become better defined 
and rounded or serpiginous as the patches merge. Symp- 
toms are generally unimportant but there may be a little 
itch or hyperaesthesia in the affected skin and the under- 
lying bones may be tender to pressure and the joints stiff. 
At this stage the appearances may suggest erysipeloid, 
erythema chronicum migrans or, possibly, some vascular 
disorder. 

Activity persists for years in the advancing edges but 
in the central areas the infiltration disappears partially or 
entirely and the skin becomes thin and atrophic. The chief 
characteristics of ACA in the established phase are cutaneous 
atrophy, variegated erythema and visibility of the superficial 
veins. Atrophy of the skin is general in the affected areas 
but is most obvious over the knees, elbows and buttocks. 
The skin becomes papery or collodion-like, dry, easily 
eroded, practically hairless, and so inelastic that it seems 
too big and loose for the areas it covers. It is erythematous 
in varying shades from pink through red and violet to purple. 
Superficial veins stand out clear and blue through the trans- 
parent skin and the tendons and muscle masses are sharply 
outlined. 

Infiltration persists in the active edges and may be found 
in patches under the atrophic skin elsewhere, particularly 
about the knees and elbows. Fibrous dermal nodules are 
often found over the extensor surfaces of the joints. Sclero- 
dermiform infiltration and fibrosis sometimes occurs, almost 
always on the limbs, with the formation of finger-width 
ulnar or tibial bands or a gaiter-like sclerosis around the 
lower third of the leg. Macular or striate atrophic lesions, 
patches of poikiloderma, pigmentary changes, varicosities, 
leg ulcers and ostero-arthritis may be found with ACA and 
squamous carcinoma and sarcoma have been reported to 
develop in the lesions. Degos® mentions the occasional 
association of visceral cancer with ACA, 

The general health is little affected and no major visceral 
changes are found. In a series of 234 cases Hauser*®’ found 
lymphadenitis (sinus catarrh and plasmocyte reaction) in 
36, and enlargement of the liver in 6, and of the spleen in 
one. The erythrocyte sedimentation rate is often increased 
and hyperglobulinaemia may be found but there are no 
constant or characteristic changes in the blood. There 
may be proliferation of plasmocytes in the bone-marrow. 

The clinical picture in the late phase is so striking that 
the diagnosis is in most cases at once obvious. In rare 
cases where confusion with scleroderma, poikiloderma or 
senile atrophy might arise, the problem is usually solved 
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by histological examination. There are, however, rare cases 
such as those recently described by Degos et al.!° and by 
Nonclercq" in which ACA has seemed to develop from 
apparently typical lesions of scleroderma. 

The histological changes in ACA®!*-1* are reasonably 
characteristic. In the early, inflammatory phase the epidermis 
is thinned and flattened, with a normal or hyperkeratotic 
stratum corneum; the interpapillary processes are effaced. 
Immediately under the epidermis is a narrow band of dense 
collagen with rare cellular elements and no blood vessels. 
Under this is a well-defined, broad band of cellular infiltrate 
below which small patches of infiltration are seen in peri- 
vascular distribution. The cells composing the infiltrate 
are lymphocytes, histiocytes, plasmocytes, fibroblasts and, 
sometimes, mast cells. Lymphocytes or plasmocytes pre- 
dominate in most cases. There is interstitial oedema of 
the dermis and the collagen fibres show hyaline degenera- 
tion. The dermal blood vessels are telangiectatic, their 
walls are swollen, and thromboses may be seen. The elastic 
fibres are degenerate and fragmented. 

In the atrophic stage degenerative changes are evident at 
all levels and in all components of the skin except the blood 
vessels, which remain dilated. The epidermis is reduced 
to a few layers of cells and its border with the dermis is 
quite straight. The changes in the collagen and elastic 
tissue persist or are accentuated, but the infiltrate remains 
only as discrete, narrow, horizontal bands between the 
collagen fibres. Hair follicles and sebaceous glands dis- 
appear but some arrectores pilorum and sweat glands usually 
survive. In nodules and sclerodermiform bands and plaques 
the epidermis is thinned and hyperkeratotic and the dermis 
is at first infiltrated, later fibrotic. 

I have seen only two cases of ACA during 9 years in 
South Africa, one in a middle-aged German woman who 
had developed the disease in Germany and in whom all 
evidence of activity in the atrophic lesions had disappeared, 
and a second, presented here, in a South African woman 
who had never been overseas. Loewenthal,'® of Johannes- 
burg, has also seen a case in a South African farmer from 
the Cape Province. 


CASE REPORT 


The patient was a White woman, age 79 years, who was admitted 
to Prof. J. N. de Villiers’ wards at the Karl Bremer Hospital, 
Bellville, for gynaecological investigation. She was found to have 
an extensively invasive, grade 4, squamous carcinoma of the 
cervix uteri and a widespread dermatosis. Only a vague history 
was elicited but it appeared that the skin lesions had first appeared 
on the limbs some years before and had slowly spread to involve 
the trunk and scalp. Symptoms were apparently negligible but 
excoriations on the scalp suggested that this area itched. 

_ The skin of the dorsa of the feet, legs and thighs was extensively 
involved and lesions continued over the buttocks and back to 
the level of the tips of the scapulae. Anteriorly the lesions stopped 
abruptly on the thighs, spared the groins and reappeared on the 
abdomen and breasts. On the arms the elbow regions were most 
affected and the axillae and shoulders were normal. The whole 
scalp and a bordering band across the forehead were involved 
(Figs. 1, 2 and 3). No mucosal changes were found. 

In the affected areas the skin was thin, dry, papery and atrophic; 
atrophy was most marked on the extensor surfaces of the knees 
and elbows and on the thighs and buttocks. Superficial scaling 
was obvious on the shins and a few shallow erosions (1-3 cm.) 
were seen on the backs of the thighs and buttocks. The colour 
of the skin was parchment-white relieved by erythematous patches, 
up to 10 cm. in diameter, ranging in shade from pink to purplish- 
red, and scattered areas of light brown pigmentation. Infiltration 
was absent except under some of the erythematous patches near 
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the margins, and even here it was of negligible degree. The scalp 
was atrophic and pink, with numerous small excoriations, and 
there were an obvious, though minor, general thinning of the 
hair. The transition from affected to normal skin was sharp and 
spread appeared entirely to have halted. 

No fibrous nodules, sclerodermiform bands or scleroses were 
present, but there were many tiny milia scattered in that part of 
the skin which showed most atrophic changes. The superficial 
veins were not visible. 

The patient was treated with terramycin for secondary infection 
of the genito-urinary tract during the fortnight she was in hospital, 
but this had no effect on the skin lesions, which were obviously 
in the terminal, atrophic stage. 


Histopathology 


A biopsy specimen of the skin was excised from an erythema- 
tous, slightly infiltrated patch on the anterior surface of the right 
thigh. The changes found were consistent with a diagnosis of 


‘ 
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Fig. 4. Acrodermatitis chronica atroplicans. Hyperkeratosis and atrophy 
of epidermis. Infiltrate and telangiectatic blood vessels in oedematous dermis. 


ACA in the atrophic stage. The stratum corneum was hyper- 
keratotic, but the epidermis as a whole was thinned and, in places, 
narrowed down to 3-4 cells in thickness; the stratum granulosum 
was present in patches. The demarcation between epidermis 
and dermis was rectilinear. Two milia were present (Figs. 4 and 5). 
The collagen fibres stained poorly and were distorted and separ- 
ated by oedema. There was a diffuse cellular infiltrate throughout 
the dermis, most marked in the upper level and reaching to the 
dermo-epidermal junction, scattered and perivascular in the 
lower dermis, but not invading the hypoderm, which was normal 
in appearance. The infiltrate consisted mainly of lymphocytes 
and histiocytes, but many plasma cells and some fibroblasts were 
also present. No hair follicles were seen, but sweat glands, arrec- 
tores pilorum and some remnants of sebaceous glands were 
visible. The blood vessels were telangiectatic, with cellular in- 
filtration of their walls and the surrounding tissue; no thromboses 
were found. The elastic tissue was grossly abnormal and reduced 
to small, often swollen fragments in disorderly arrangement 
(Fig. 6). 
DISCUSSION 


A great many theories about the cause of ACA have been 
advanced in the past and it has been suggested that it might 
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Fig. 5. Acrodermatitis chronica atrophicans. Milium cyst 


be due to endocrine or sympathetic disturbances, to leprosy, 
syphilis, tuberculosis or some unspecified micro-organism, 
or to vascular abnormalities, and so forth. 

The field of speculation was narrowed by the discovery 
that ACA can be cured in the early stages or arrested, atrophy 
remaining, at any stage by treatment with penicillin or 
other antibiotics such as aureomycin, terramycin, strepto- 
mycin and erythromycin. Even after the advent of penicillin 
some authors continued to resist the idea that ACA might 


Fig. 6. Acrodermatitis chronica atrophicans. Elastorrhexis. 
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be caused by an infective agent and suggested that the 
penicillin acted not as an antibiotic, but by virtue of some 
mysterious effect on the vegetative nervous system. The 
demonstration by G6tz'*!’ that the early lesions can be 
reproduced in humans by the subcutaneous implantation 
of fragments of skin from patients suffering from ACA has 
convinced most observers that the disease is, indeed, 
fectious. From the presence of plasma-cell infiltrates and 
vascular changes it was argued that ACA might be a spiro- 
chaetosis, but no confirmation of this theory is forthcoming 
from bacteriological or serological studies. The balance 
of opinion is at present in favour of a virus as cause, but 
this theory is equally unconfirmed. 

It has already been noted that a history of insect bites 
preceding the appearance of the lesions may be given by 
patients with ACA. The frequency with which the primary 
lesions appear on the limbs, especially the legs, and the 
predominance of women (limbs exposed) over men and of 
country-dwellers over city-dwellers are points suggesting 
that ACA may be spread by an insect vector. German 
observers (cited by Brumpt'*) have suggested that ACA 
may be inoculated by the bite of /xodes ricinus, and Hauser* 
notes that the geographical area of distribution of the dis- 
ease coincides closely with that in which this tick is found. 

Patients with ACA have occasionally been found also to 
bear lesions of erythema chronicum migrans (Afzelius- 
Lipschiitz) (ECM) or of lymphadenosis benigna cutis (Baf- 
verstedt) (benign lymphocytoma of skin) (LBC); and ECM 
and LBC have been found together (literature reviewed by 
Paschoud"’), Both ECM and LBC have recently been 
successfully transmitted in experiments on humans and 
their relationship to ACA is of considerable interest. 


ERYTHEMA CHRONICUM MIGRANS 


The resemblance of the early lesions of ACA to those of ECM 
has already been mentioned and this resemblance is again seen 
in the lesions produced in Gétz’s experimental cases of ACA™:”, 
The primary lesion of ECM is a red, infiltrated papule or little 
plague. Peripheral spread and central healing, without atrophy, 
produces a continuous or broken ring with a dusky-red infiltrated 
border 5-20 mm. in width. Very large areas can be included 
within the advancing edge, but eventually, after a few months 
to a year, the disease heals and leaves no trace. A solitary lesion 
is the rule and there are never more than a few. Sites of election 
are the legs, but any area may be affected. The general health is 
usually unaffected, but febrile forms occur and cases with mono- 
cytic or leucocytic meningeal reactions, radiculitis and even 
encephalitis have been reported. Treatment with penicillin and 
other antibiotics is rapidly curative in both simple and com- 
plicated cases. The histological picture is non-specific, with a 
dermal infiltrate consisting largely of lymphocytes and occ: isional 
eosinophils. Successful experiments in passage of ECM are 
reported by Binder er a/*’. 

In many cases of ECM there is a history of an insect bite pre- 
ceding the appearance of the lesion, or evidence of such a bite 
may still be obvious. According to Brumpt'’, the insect responsible 
has always been Ixodes ricinus in those cases which were care- 
fully investigated. No special mention is made of the geographical 
distribution of ECM in the standard works on dermatology but 
it is noteworthy that most of the literature on the disease has 
emanated from those countries where ACA is common. Case 
reports in the British literature are few and the editors of the 
Year Book of Dermatology remark on the rarity of ECM in the 
USA." I have never seen a case in South Africa, but Jacobson,” 
of Cape Town, has seen one. 


LYMPHADENOSIS BENIGNA CUTIS 


The condition with which we are here concerned is the localized 
variety of LBC, in which lesions, solitary or grouped, are found 
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oftenest on the face, neck and ear lobes, less frequently on the 
chest, trunk, genitals and elsewhere. The lesions are dusky or 
brownish-red infiltrated papules, nodules, plaques or rings 1-5 
cm. in diameter. Widely spreading or atrophic lesions are not 
described. The histological picture in early lesions is of a dense, 


diffuse lymphoreticular dermal infiltrate with an admixture of 


plasma cells and eosinophils. In older lesions lymphoid follicles 
give an appearance similar to that seen in a lymph gland. Neither 
visceral lesions nor blood or marrow changes occur and the 
condition is unrelated to the lymphomas. : 

LBC tends in many cases to spontaneous cure after some 
months to a year or more, but very chronic cases also occur. 
Penicillin sometimes, but not invariably, causes temporary improve- 
ment in, or disappearance of, the lesions and resolution of older 
lesions is sometimes hastened by X-ray therapy. It is interesting 
to note that Bianchi** used penicillin to treat LBC because of its 
histological resemblance to ACA, in which penicillin is curative. 
Paschoud'® has recently succeeded in reproducing the lesions of 
localized LBC in human passage experiments. A _ history of 
insect bites preceding the onset of lesions is sometimes given. 

From the literature it would appear that where ACA and 
ECM are found, so too is LBC; but the geographical distribution 
of LBC is by no means so confined as that of the other two dis- 
eases. LBC is of world-wide distribution. Cases are fairly fre- 
quently reported in the British and American literature. I have 
seen 3 cases in South Africa and know of a few others. 

The status of LBC in its localized and disseminate forms s 
far from clear, and there is no doubt that the cases described 
under this title are not all identical. Some, judging from the 
outcome, were malignant lymphomas, and others would appear 
to have been cases of lymphocytic infiltration of the skin (Jessner). 
Reaction to insect bites may persist for a year or two and present 
histological appearances identical with those seen in LBC*. 

A diagnosis of LBC is not one which should lightly be made. 
There are no clinical or histological features which distinguish 
the condition with certainty from the malignant lymphomas or 
reticulo-granulomas and these latter conditions may sometimes 
long remain apparently localized in the skin before visceral lesions 
are detectable. 

The fact that localized LBC can be reproduced in man by 
inoculation experiments suggests, but does not necessarily imply, 
that an infective factor may be involved. It must be remembered 
that some mesodermal tumours of animals are capable of passage. 
If some or all cases of localized LBC are identical with chronic 
insect-bite reactions there exists the possibility that some toxic 
substance persisting in the lesions accounted for the success of 
Paschoud’s experiments. 

CONCLUSIONS 
It seems probable that the occasional findings of lesions 
of ACA and ECM or LBC occurring on the same patient 
are not fortuitous but signify that the diseases are directly 
or indirectly related. 

ACA and ECM are most commonly found in the same 
geographical distribution. The early lesions of ACA re- 
semble clinically those of ECM and appear on the same 
sites of election. Both diseases are rapidly controlled by 
the antibiotics and both have been experimentally repro- 
duced in man. There are grounds for suggesting that ACA 
and ECM have a common, microbic cause and that ECM 
may be an abortive form of ACA 

The lesions of LBC may clinically resemble those of 
early ACA or ECM but the subsequent development of 
the latter diseases makes them easily distinguishable. All 
three diseases present the histological picture of a chronic 
granulomatous process in the early stages, but the follicular 
Structures seen in the fully developed lesions of LBC are 
not reproduced in the other two diseases. Whiere ACA 
and ECM are oftenest encountered, so too is LBC, but it 
is by no means so rare as the former in other lands. Whereas 
there is convincing evidence that ACA and ECM are infec- 
tious diseases, this is not so with LBC. It is probable that 
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a particular tick, /vodes ricinus, is commonly involved in 
the spread of ACA and LBC. Although insect bites may 
play a part in the cause of some cases of localized LBC 
it seems improbable that ticks could frequently be incrimin- 
ated; the region of the face, site of election for localized 
LBC, is not one where tick bites are often seen. It seems 
unlikely that LBC is so closely related to ACA and ECM 
as these diseases are to each other. The form of LBC some- 
times found in cases of ACA and ECM may well be simply 
a chronic lymphoid reaction to the bite of the insect vector 
of the latter diseases. 

There seems little doubt that an insect vector is often 
if not always involved in the spread of ECM and this is 
probably also the case in ACA, though the evidence is 
obviously not so striking in a disease that is often diagnosed 
only months or years after the onset of symptoms. The 
insect suspected of transmitting these diseases is Ixodes 
ricinus, a species of tick with a holarctic distribution, com- 
mon in Europe and extending far into the palearctic part 
of Asia. This tick is known to transmit Piroplasma bovis, 
the cause of haemoglobinuria of cattle, and the viruses 
causing louping ill, tick-borne fever and the tick meningo- 
encephalitis of Russia. It can transmit Rocky Mountain 
spotted fever under experimental conditions and has been 
reported to cause pyaemia in sheep in England and tick 
paralysis of sheep in Crete.'* 

Hauser® has stated that the geographical area in which 
ACA is commonest corresponds closely to that in which 
Ixodes ricinus is found. It would be more accurate to say 
that ACA is commonest within the area inhabited by the 
tick, since there are vast areas, including Britain, most of 
France, Southern Europe and North Africa, where ACA 
rarely occurs spontaneously but where J/xodes ricinus is 
found and may transmit other diseases. This does not 
imply that /xodes ricinus is not a vector of ACA, but it 
suggests that some other factor, possibly climatic, may also 
govern the transmissibility of the disease. 

In favour of the concept that /vodes ricinus is the common 
vector of ACA is the fact that ACA is uncommon in native- 
born Americans in spite of the fact that the USA has in the 
last century received millions of immigrants, and presum- 
ably many infected persons, from the endemic areas of 
Europe. Nuttall ef a/.*° stated that /xodes ricinus was found 
in the USA, but it is now thought that, though it may occur, 
most records apply, in fact, to other closely related species 
such as Ixodes scapularis or Ixodes cookei.** 

Ixodes ricinus is not found in South Africa, but among 
the many ticks found here are two Ixodids, /xodes rubi- 
cundus, the Karroo paralysis tick, and Ixodes pilosus, the 
Sourveld tick, whose distribution has been plotted by 
Theiler.*’ 

The occurrence of spontaneous cases of ACA and ECM 
outside the area of distribution of /xodes ricinus makes it 
plain that the intervention of this tick is not essential for 
the spread of these diseases. Some other species of tick 
or even an entirely different type of biting or stinging insect 
may occasionally intervene, or it could be postulated that 
direct contact with an infected person might, in certain 
circumstances, allow passage of the causative organism. 


SUMMARY 


A case of acrodermatitis chronica atrophicans in a South 
African woman is described and the literature on the con- 
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dition is briefly reviewed. Some speculations are made 
on the relationship between acrodermatitis chronica atro- 
phicans, erythema chronicum migrans and lymphadenosis 
benigna cutis. 


I am indebted to Mr. P. de Chavigny, Department of Clinical 
Photography, Karl Bremer Hospital, Bellville, for the photographs 
and photomicrographs, to Mr. M. D. Brink, Department of 
Pathology, Karl Bremer Hospital, for technical assistance, and 
to Dr. F. Zumpt, South African Institute for Medical Research, 
Johannesburg. and Dr. R. du Toit, Sub-director of Veterinary 
Services, Onderstepoort, for help and instruction concerning 
ticks and insect-borne diseases. 
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DIE KARPALE TONNEL-SINDROOM OF DIE AKROPARESTESIE-SINDROOM * 


GeEoRGE DaALL, M.CH. (KAAPSTAD), 


Een van die vernaamsie simptome in die karpale tonnel- 
sindroom is dié van akroparestesie. Dit is van belang om die 
geskiedenis van die oorsprong van hierdie woord na te gaan. 

Akroparestesie, letterlik vertaal, beteken blootweg pares- 
tesie in die ekstremiteite, maar dit was deur Schultze in 1893, 
soos aangehaal deur Garland ef al. (1957), aangeneem om ‘n 
tweesydige brandende en spelde-en-naalde-gevoel, wat snags 
in die vingers van middeljarige vrouens voorkom, aan te dui. 
Maar aangesien parestesie van die vingers met ‘n menigte 
toestande verskyn, het die oorspronklike term baie gou sy 
besliste betekenis verloor en was dit spoedig in ‘n algemene sin 
gebruik. 

Wilson (1940) maak geen afsonderlike melding van akro- 
parestesie nie, maar beskryf die sindroom in die hoofstuk wat 
oor cervicale ribbes handel. 

In 1945 beskryf Walshe die toestand onder sy oorspronklike 
naam, maar voel dat dit beter sou pas in die groep toestande 
wat kompressie-letsels van die boonste borskas-opening of van 
die cervico-axillare kanaal veroorsaak. In 1951 ontwikkel 
Walshe die idee nog verder en besluit werklik dat die afsonder- 
like sindroom onnodig is. 

In 1947 het Brain et al. die gevalle van 6 vrouens beskrywe, 
met tekens wat ’n kompressie-letsel van die nervus medianus 
in die karpale tonnel aangedui het. Drie van hierdie pasiénte 
het akroparestesie ondervind. Met operasie was daar swelling 
van die nervus medianus net proksimaal van die dwars karpale 
ligament, en in sekere gevalle was daar tekens van direkte 
kompressie waar die senu onder die ligament gelé het. Die 
simptome het verdwyn en die neurologiese afwyking verbeter 
nadat die kompressie verlig is. 

Pritchard het in 1950 die ,akroparestesie sindroom’ afge- 
sonder van die toestand wat kompressie van die brachiale 
pleksus veroorsaak. Hy was van mening dat hierdie sindroom 
op kliniese ondersoek onderskei kon word van die ander oor- 
sake van perifére parestesie. 

McArdle was volgens Kremer ef a/. van die eerste skrywers 
wat die voorstel gemaak het dat hierdie sindroom aan kom- 
pressie van die nervus medianus aan die polsgewrig toege- 


* Lesing gelewer by geleentheid van die eerste jaardag van die 
Stelle:.oosche mediese skool. 
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skrywe kon word. Hy was ook van mening dat seksie van die 
dwars-ligament verbetering sou teweegbring. 

In 1953 het Kremer et al. die eerste oorsig van 40 gevalle wat 
operatief behandel is, gepubliseer. Hul stem saam dat die 
akroparestesie sindroom ’n afsonderlike kliniese entiteit is en 
beweer dat hul resultate McArdle se mening dat deursnyding 
van die karpale ligament die simptome sou verbeter, bevestig. 
Hul rapporteer die volkome verbetering van simptome in 37 
van die 40 gevalle wat operasie ondergaan het. °‘n Tweede 
operasie in die drie gevalle wat nie verligting verkry het nie, 
het in twee gevalle gewys dat die karpale ligament nie heelte- 
maal deursny is nie, terwyl die derde geval ’n sist vertoon het 
wat aan die fleksor pese in die karpale tonnel geheg was. Hul 
beweer dat hierdie sist as gevolg van ’n beskadiging van een 
van die peesskede met die eerste operasie ontstaan het, en dat 
dit op die nervus medianus gedruk het. 

Garland et al. (1957) rapporteer oor ’n reeks van 53 
pasiénte met akroparestesie. Van hierdie gevalle is 35 opera- 
tief behandel. Van die 18 gevalle wat aan albei kante die 
operasie ondergaan het, het 10 volkome verligting van simp- 
tome geniet; 3 het aan een kant heeltemaal verbeter. Van die 
17 pasiénte wat ’n eensydige operasie gehad het, het 11 heel- 
temaal herstel; die oorblywendes het ’n groot mate van ver- 
ligting geniet. Met 2 uitsonderings is almal baie tevrede met 
die resultaat en almal het weer hul gewone werk aanvaar. 
Selfs in die swakste resultate was daar net minimale simptome. 
Van die 18 pasiénte wat konserwatief behandel is, kon geeneen 
onbeperkte lewens voortsit nie en 7 het nog aan herhaalde 
aanvalle van parestesie en pyn gely. Een van hierdie 18 
persone het vir 2 jaar nog steeds aan nagtelike kwaai aanvalle 
van akroparestesie gely en het toe ‘n ander hospitaal geraad- 
pleeg, waar die operasie aan albei kante gedoen is met vol- 
kome verligting van simptome daarna. 

Laat ons nou die sindroom meer noukeurig ondersoek. 
Moontlike Faktore in Etiologie 

1. Geslag en Ouderdom. Die sindroom kom baie meer in 
die vroulike geslag voor en vernaamlik tussen die ouderdomme 
van 40-50 jaar. In Kremer se reeks was daar 5 maal meer 
vrouens as mans terwyl in Garland se reeks daar 46 vrouens 
en 7 mans was. 
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2. Bedry/sdrang. Huisvrouens merk dikwels dat die simp- 
tome na ’n periode van vermeerderde aktiwiteit erger word en 
dat verligting na ‘n vakansie met die nodige rus ondervind 
word. As hul weer hul gewone pligte hervat, dan ly hul ’n 
terugslag. Aktiwiteite soos klerewas, vloere-vrywe en brei is 
dikwels verantwoordelik vir ’n aanval van pyn met parestesie. 

3. Besering. In’*n minderheid van gevalle is daar ’n geskiede- 
nis van “n vorige besering bv. ’n fraktuur of ontwrigting van 
die polsgewrig. Een van Garland se pasiénte het op die hand 
geval en geen been of gewrigsbesering opgedoen nie, maar 
haar simptome het kort na die besering begin. 

4. Artritis van die Polsgewrig. Osteo-artritis en selfs rheu- 
matoide artritis mag met hierdie sindroom verbind wees, en 
mag die oorsaak van die kompressie-letsel wees. 

5. Swangerskap. Die sindroom kom soms gedurende 
swangerskap vir die eerste maal voor terwyl in andere daar *n 
verslegting van vorige simptome mag plaasvind. 

Simptome 

1. Vorm van eerste Aanval. Die eerste aanval begin gewoon- 
lik in die nag en is in die vorm van pyn of parestesie wat na die 
hand of die vingers gerefereer word. Die pasiént word deur 
hierdie simptome in die vroeé oggendure wakker gemaak. Die 
aanval duur van 10 tot 30 minute. Hierdie aanvalle duur dan 
langer en langer totdat die simptome aanhoudend mag word, 
en dan in die dag ook teenwoordig mag wees. 

2. Pyn. Hierdie is ’n taamlike konstante klagte en is ge- 
woonlik na die duim en eerste drie vingers gerefereer. Dit 
word gewoonlik as ’n brand of ’n barstende pyn beskrywe en 
dit mag proksimaal sprei na die elmboog of arm of selfs na 
die skouer. 

3. Parestesie. Hierdie simptoom word as °n gevoel van 
spelde-en-naalde of as ’n gevoel van verdowing of prikkeling 
beskrywe. Die distribusie volg gewoonlik die area van die 
hand wat deur die nervus medianus voorsien word. Dit is 
soms nodig om die pasiént herhaalde maal te ondervra en 
dikwels is dit wenslik om te versoek dat hy of sy die simptome 
noukeurig moet noteer, voordat °n akkurate verslag verkry 
kan word. In die meerderheid van gevalle is daar parestesie 
sowel as pyn, maar in ‘n klein aantal kla hul van parestesie 
sonder definitiewe pyn, alhoewel hul gewoonlik melding maak 
van ’n dowwe pynlike gevoel. 

4. Ander Klagtes. Nou en dan sal ’n pasiént verdunning of 
*n gevoel van swakheid van die hand waarneem. Dan ook mag 
daar klagtes wees van kramp of selfs swelling van die vingers 
vernaamlik terwyl die aanval aan die gang is. Hul mag bv. 
kla dat hul ringe te styf voel. 

By Ondersoek 

1. Mag daar geen neurologiese afwyking teenwoordig wees 
nie. 

2. As daar neurologiese afwyking teenwoordig is, dan is die 
volgende tekens dikwels te vinde: 

(a) Motoriese stelsel: (i) Verdunning van die duimspiertjies ; 
(ii) *"n relatiewe verswakking van die musculus abductor 
pollicis brevis; (iii) opposisie van die duim is dikwels gebrek- 
kig. 

(b) Sensoriese stelsel: Daar is dikwels ’n afwyking van sen- 
sasie in die distribusie van die nervus medianus. Daar mag 
selfs hiperestesie wees. 

3. Kompressie van die polsgewrig oor die fieksor retinacu- 
lum bring soms ’n aanval aan. 

4. Die tourniquet-toets (Gilliatt en Wilson, 1953): °n Bloed- 
druk-apparaat word gebruik en die druk moet veel meer as 


die sistoliese druk wees—'n syfer om en by 220 mm. kwik- 
silwer word gewoonlik gebruik. Die toesluiting van die arte- 
riese stroom moet vir ten minste 10 minute duur. As die toets 
positief is, ondervind die pasiént parestesie en selfs sensoriese 
afwyking in die nervus medianus se distribusie. Normale 
persone voel gewoonlik ’n prikkelende gevoel as die toets 
toegepas word. Hierdie gevoel is teenwoordig in al die 
vingers of soms net in die distribusie van die nervus ulnaris. 
Sensoriese afwyking mag in normale persone voorkom, maar 
eers na ’n baie langer periode van iskemie as 10 minute. Die 
pasiént wat aan hierdie sindroom van kompressie van die 
nervus medianus ly, vind dikwels dat hierdie toets ‘n tipiese 
aanval aanbring. 


Diagnose 


Die sindroom moet van andere oorsake van akroparestesie 
onderskei word. Kompressie-letsels van die brachiale pleksus, 
cervicale spondilose en die gevriesde skouer-sindroom moet, 
om net ’n paar te noem, in ag geneem word. Dit moet ook 
onthou word dat cervicale spondilose en die karpale tonnel- 
sindroom in dieselfde pasiént teenwoordig mag wees. Onder- 
soek van die nek en X-straal-foto’s van die cervicale werwels is 
dus van die grootste belang. 

As die diagnose van ’n kompressie-letsel van die nervus 
medianus in die karpale tonnel gemaak is, dan is die behande- 
ling operatief. 

Operatiewe Behandeling 

Die operasie bestaan eenvoudig uit seksie van die dwars- 

karpale ligament of fleksor retinaculum. Hierdie seksie moet 

die ligament geheel deursny 

en moet die distale deel van 

die ligament insluit. Dit is 

dikwels baie moeilik om 

deur dwars-snit distaal 

genoeg te sny en die vol- 

gende snit word aangeraai 

(Fig. 1). Die snit begin in 

die palm van die hand en 

volg die langwerpige velvou 

wat langs die basis van die 

duim loop. Waar hierdie vou 

by die dwarsvou voor die 

polsgewrig aansluit, draai 

die snit langs die dwarsvou 

in ’n ulnare rigting, tot by 

die geweste van die pisiform- 

beentjie. Hierdie snit lé die 

fleksor retinaculum _ baie 

1 mooi bloot en kan, indien 

nodig, proksimaal verleng 

word langs die ulnare rand 
van die voorarm. 

Dit moet herhaal word dat dit van die uiterste belang is om 
al die weefsel van die retinaculum te deursny. Die geringste 
oorblyfsel mag die oorsaak wees van voortdurende simptome. 
Met operasie is daar dikwels opmerkbare swelling van die 
nervus medianus proksimaal van die fleksor retinaculum. 
Hierdie swelling mag baie gou na die divisie van die retinacu- 
lum verdwyn. 


Fig. 1. Tekening om aangeraaide 
operasie snit aan te dui. 


BESPREKING EN GEVOLGTREKKINGE 


Daar is vandag algemene erkenning dat hierdie sindroom ‘n 
definitiewe entiteit is, om die volgende redes: 
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1. Die vernaamste kenmerke is die paroksismale nagtelike 
aanvalle van parestesie en die pyn wat met hierdie aanvalle 
geassosieer word. 

2. In gevalle met kompressie van die nervus medianus as 
gevolg van ‘n vorige fraktuur van die polsgewrig, is die simp- 
tome een en dieselfde. 

3. Kompressie-letsels van die boonste borskasopening ver- 
oorsaak nie hierdie kliniese beeld nie. 

4. Hierdie gevalle met karpale tonnel-kompressie word na 
deursnyding van die dwars ligament, dramaties verbeter. 

Nou as ons aanneem dat die kompressie-letsel wel in die 
karpale tonnel geleé is, wat is dan die meganisme ? 

1. Die beste verduideliking is sekerlik ‘n iskemie van die 
nervus medianus as gevolg van ‘n besondere nou karpale 
tonnel. Die tourniquet-toets ondersteun hierdie bewering. 

2. So ’n vernoude tonnel mag as gevolg van ‘n besering, of 
van abnormaliteite van die peesskede of van die gewrig ont- 
staan. Daar mag selfs *n verdikking van die retinaculum 
opsigselwe wees. 

3. In gevalle waar daar geen klaarblyklike vernouing van 
die tonnel teenwoordig is nie, mag ‘n kortstondige swelling 
van die sagte weefsels in die nabyheid van die nervus media- 
nus, die oorsaak wees van die aanvalle. 

Om hierdie bewering te ondersteun, meld ons die volgende 
punte: 

(a) Dikwels sal *n pasiént vrywillig meld dat die vingers 
opswel en styf voel as ’n aanval aan die gang is. 

(b) Toesluiting van die vene vind dikwels plaas as die pasiént 
in ‘n ongemaklike houding slaap. Hierdie toesluiting kan dan 
ook verantwoordelik wees vir "n vermeerdering van weefsel— 
vioeistof met "n vergroterde druk op die nervus medianus. 

(c) Op dieselfde wyse kan verminderde tonus van die spiere 
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gedurende slaap die terugkeer van die bloed in die vene ver- 
minder Hierdie sal dan ook ‘n weefsel-edeem teweegbring. 
As die nervus medianus alreeds aan iskemie ly, sal enige ver- 
meerdering van weefsel-grootte die iskemie vererg, en so ’n 
aanval aanbring. 

(d) Daar is geen twyfel dat aanhoudende gebruik van die 
hande vir klerewas, brei, ens. gedurende die dag ‘n verergering 
van die nagtelike simptome veroorsaak. Hierdie bewegings 
mag ‘n sekondére weefsel-edeem veroorsaak, wat genoegsaam 
kan wees om °n aanval aan te bring, of om die nagtelike simp- 
tome te vererger. 

(e) As hierdie sindroom van akroparestesie in swangerskap 
voorkom, dan verbeter die simptome gewoonlik spoedig na 
die bevalling. Dit is moontlik dat die algemene vermeerderde 
weefselvloeistof wat gedurende swangerskap plaasvind, die 
rede vir die simptome kan wees. 

Ten slotte word dit weer herhaal dat seksie van die dwars- 
karpale ligament die simptome spoedig verlig en as daar voor- 
heen *n neurologiese afwyking bestaan het, dan herstel hierdie 
afwyking na die operasie. As die neurologiese letsel vir ’n 
geruime tydperk teenwoordig was, dan is die herstelperiode 
des te langer en mag dit ook nie so geheel wees nie. Dit is 
dus van die uiterste belang om die kompressie so spoedig 
moontlik te verwyder. 
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NEUROMUSCULAR BLOCK WITH LIGNOCAINE * 


Patrick A. Foster, M.B., CH.B. (Cape), D.A. (ENGL.), D.A. (IRE.) 


Senior Lecturer in Anaesthesia, University of Stellenbosch 


That procaine may block neuromuscular transmission, is an 
old observation of the years following its introduction in 
1904.*.!® This observation was later reinvestigated by Harvey,*® 
who showed that procaine possessed properties resembling the 
antidepolarizing relaxants—that it resembled d-tubocurarine 
(dTC) in its action on the muscle end plate. Confirmation of 
this may be found in the work of Jaco and Wood’ and 
Petersen,'* and of Gjone,’ who also reviewed the subject. 

In this preliminary report it is intended to communicate 
some findings of a similar investigation on the newer local 
analgesic agent lignocaine (Xylocaine). Special attention was 
devoted to discovering whether the antidotes to dTC (such 
anticholinesterases as neostigmine and physostigmine) were 
as ineffective in relieving lignocaine block as they are in 
opposing procaine block. 

Method 

All previous investigations on this subject appear to have 
been made with nerve-muscle preparations. Since procaine 
may be shown to interfere with the production and release 


* A paper read at the first anniversary of the Stellenbosch 
medical school. 


of acetylcholine in addition to blocking the response of the 
postsynaptic region to acetylcholine,®:'' a nerve-muscle pre- 
paration will indicate only the combined effect of these two 
actions without indicating the relative importance of either. 
This apparent disadvantage may be overcome by using a 
preparation of the frog’s rectus abdominis in which the 
addition of a constant dose of acetylcholine to a muscle bath 
replaces nerve stimulation. Thus the effect of the drug under 
test may be studied on the post-synaptic site only. 

Such a preparation was therefore employed, using the upper 
portion of half the rectus abdominis taken from the South 
African clawed toad, Xenopus laevis. This was placed in a 
bath of 4-5 ml. capacity containing aerated Ringer’s solution. 
Acetylcholine, in suitable dilution, was freshly prepared from 
a refrigerated acetate-buffered stock solution. This was added 
to the bath in submaximal dose to stimulate the muscle, and 
was allowed to act for | minute. Following this the muscle was 
washed with 3 changes of bath contents at half-minute inter- 
vals, and allowed to rest for 3 minutes, the whole cycle taking 
5 minutes. Test drugs were allowed to act for 2} minutes 
before acetylcholine stimulation. All additions to the bath 
were made in volumes of 0-1 or 0-2 ml. from micropipettes. 
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Fig. 1. Kymograph recording of frog rectus abdominis preparation. Contractions of muscle upwards from base line. 
Figures below base line indicate (constant) dose of acetylcholine added to bath. For further explanation see text. 


The results were recorded on a smoked drum with a direct 
writing lever using a magnification of 4. 


Results 


To summarize the findings, a special record from a singie 
muscle was made (Fig. 1) illustrating most of the salient 
features of the action of lignocaine, including its interaction 
with dTC and neostigmine, as follows: 

(a) Lignocaine has a weak neuromuscular blocking action 
when compared with dTC. Here comparison is made between 
dTC, 20 wg and 10 wg, (A and D) with lignocaine, 200 ~g and 
400 vg, (B and C). It is found that these muscles show a 
fairly wide variation in sensitivity to the local analgesic; in 
the present case the blocking effect of lignocaine on the end 
plate might be about 1/60 that of dTC. In other muscles 
examined, a slight block (as in B) might be produced by 
75 wg of lignocaine, with a lignocaine/dTC sensitivity ratio 
of 1/15. 

(b) Lignocaine potentiates the blocking effect of dTC, 
shown by comparing contractions D and E. This is probably 
the natural consequence of the ability of both dTC and local 
analgesics to prevent depolarization of the plasma mem- 
brane.°:!4 


(c) Neostigmine readily antagonizes the blocking action of 


dTC: there is a most marked difference between contractions 
Aand F: in both, 20 ~g of dTC had been added to the bath, 
but with the addition of 0-5 ~g of neostigmine in F. 


(d) Neostigmine does not antagonize the blocking action of 


lignocaine. This is shown in contraction G, which is about 4°, 
greater than contraction C (a difference of little significance). 
However, the depression relative to the preceding normal 
contraction is about 8-3°, in C, and nearly 24°, in G. Other 
preparations have been found to show a more marked increase 
in lignocaine block of the neostigmine-potentiated contrac- 
tion. In all, the effect resembles that described with procaine 
and neostigmine in mammalian muscle by Jaco and Wood.’ 

(e) That the powerful antidote action of neostigmine for 
aTC is abolished after addition of lignocaine is shown in 
contraction H. In fact, the height of H is almost 17°, less 
than that of A, whilst the depression relative to the preceding 
contraction is even greater. 


DISCUSSION 


It is not proposed here to discuss the nature of this para- 
doxical action of neostigmine on two drugs that appear to 


have a similar antidepolarizing myoneural blocking effect. 
The fact has been clearly established for procaine with 
physostigmine,*® and procaine and neostigmine.’:* The present 
investigation indicates a similar behaviour with lignocaine 
and neostigmine. Further, it now appears possible that this 
potentiation of local analgesic neuromuscular block by 
neostigmine is largely a postsynaptic effect, without depen- 
dence on any interference with acetylcholine release at 
presynaptic terminals. 

Although the nature of this interaction does not seem to be 
widely appreciated, it is nevertheless not without clinical 
significance. (A recent text-book’? devoted to the complica- 
tions of local anaesthesia makes no mention of it.) 

It is known that patients with myasthenia gravis tolerate 
local anaesthesia badly. Although this may be due to the 
extreme sensitivity of these patients to antidepolarizing muscle 
relaxants, Harvey® suggested that a probable explanation 
might also be that these patients are pre-treated with relatively 
large doses of neostigmine-like drugs. Certainly it would seem 
unwise to treat muscular weakness in a myasthenic imme- 
diately after the use of local analgesics by further injections 
of anticholinergic drugs. 

During general anaesthesia, intravenous procaine or ligno- 
caine may be given together with muscle relaxants in various 
circumstances. Under these conditions, reversal of residual 
curarization at the end of operation may be hazardous, and 
indeed a case was recently seen here in which prolonged 
profound paralysis followed the use of neostigmine in a 
patient who had received dTC and lignocaine. 

It is not only with dTC or gallamine that this hazard may 
exist, since the serum esterase responsible for splitting suxame- 
thonium is also inhibited by most local analgesics,* including 
lignocaine.' Through this action paralysis may be prolonged, 
especially in man.* 

Finally, this same esterase rapidly destroys procaine® and 
probably also lignocaine, although appreciably more slowly.'* 
Since neostigmine inhibits this enzyme, procaine hydrolysis 
is retarded by neostigmine.* Generally speaking, therefore, 
the use of a ‘cocktail’ of relaxant, local analgesic and neostig- 
mine may lead the compounder into a tight corner; not only 
may an intense paralysis result, for which there appears to be 
no antidote, but the hydrolysis of the drugs producing this 
paralysis is greatly retarded, thus prolonging relaxation. This 
is a situation to be avoided! 
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SUMMARY 


Lignocaine is found to be a weak neuromuscular blocking 
compound, apparently resembling curare in its action. Ligno- 
caine will potentiate curare paralysis, but curare antagonists 
tend to intensify its paralyzing power. Curare antagonists also 
seem to be unable to reverse curare paralysis in the presence of 
lignocaine. 

Some clinical implications of these observations are dis- 
cussed. 

SAMEVATTING 


Deur gebruik te maak van ’n padda rectus abdominis pre- 
paraat, is die neuromuskulére blokkende werking van ligno- 
caine ondersoek. Dit kom voor of lignocaine die werking van 
procaine op dié gebied naboots daar dit *n swak neuro- 
muskulére blokkende middel is, en dat dit ’n curare verlam- 
ming potensieer. Maar dit blyk dat middels wat die curare 
verlamming inhibeer, geneig is om die lignocaine-verlamming 
te vererger. 

Curare word nie geredelik deur die anti-curare-middels 
geinhibeer in die teenwoordigheid van lignocaine nie. 
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Die kliniese toepassing van hierdie feite sluit in die toe- 
diening van plaaslike verdowingsmiddels aan pasiénte met 
,Myasthenia Gravis’ en die versigtige gebruik van plaaslike 
verdowings tesame met verslappers. 


This work was carried out in the Department of Physiology at 
the University of Stellenbosch. My thanks are due to Prof. H. E. 
Brink (Professor of Physiology) and Dr. M. W. P. Nienaber for 
their constant assistance and cooperation. 
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*"N OPERASIE OM VERSLAPTE OF VERREKTE LATERALE LIGAMENTE VAN 
DIE ENKELGEWRIG TE HERSTEL* 


Dr. HAMILTON BELL, Ortopediese Afdeling, Karl Bremer-hospitaal 


My kollega, dr. Steytler,t het ’n eenvoudige metode gedemon- 
streer om vas te stel of die laterale ligament van die enkel- 
gewrig geskeur is of nie. Onmiddellike hegting sal enige 
verslapping later verhoed. Die metode van behandeling, 
alhoewel dit die mees rasionele metode is, is meer die uit- 
sondering as die reél. Die meerderheid van beserings van die 
aterale ligamente word behandel met Of kleefpleister of 
gips, vir 2-6 weke, na gelang die kliniese beeld dit eis. 

Omdat dit so ’n algemene besering is, is daar verskeie 
persone wat na besering las het van verslapte laterale liga- 
mente van die enkel. Dit is te wyte aan ’n algehele skeuring 
van die ligament, onvoldoende immobilisasie of, in sommige 
gevalle, geen behandeling hoegenaamd nie. Hierdie pasiénte 
het herhaaldelik las van pyn en onstabiliteit en dit is ’n ern- 
stige vorm van ongeskiktheid. Die enkel slaan na buite oor 
as daar op ongelyke grond geloop word. Dit mag in jong 
sowel as ou mense voorkom. 

Daar is weinig tekens van verslapping van die laterale 
ligamente. Teerheid is alleenlik na ’n onlangse besering teen- 
woordig en mag dus ten tye van die ondersoek afwesig wees. 
Die enigste beiangrike kliniese teken is om te voel of die 
laterale wand van die talus die gewrigvlak oorkant hom 
verlaat wanneer die voet in volle inversie gedraai word. Die 
teken moet deur X-strale bevestig word. °n Anteroposterior- 
plaat moet geneem word met die voet in volle inversie. 

‘n Verslapping van die buitenste ligament kan egter maklik 
gemis word. Dit is nodig om self toe te sien dat die voet in 
volle inversie gehou word en as dit te pynlik is, dan moet die 
pynlike area eers met procaine doodgespuit word. Die twee 
X-straalfoto’s in Fig. 1 wys dieselfde enkel in inversie—die 
eerste sonder verdowing en die ander met. Die verslapping 

* Lesing gelewer by geleentheid van die eerste jaardag van die 


Stellenbosche mediese skool. 
+t Sien p. 745 


18 


Fig. 1. Inversie van dieseifde enkel, 1A sonder verdowing en 
1B met verdowing. 


van die laterale ligament kan duidelik gesien word deurdat 
die talus die enkelgewrig verlaat. 


Daar is dus ’n groep gevalle van verslapte laterale ligamente 
van die enkel wat deur X-strale bevestig kan word. Dit is 
ook duidelik dat die ligamente versterk moet word. Maar 
daar is egter ’n tweede groep gevalle wat kla van onstabiliteit 
van die enkel sonder enige kliniese tekens van verslapping 
van die laterale ligament en X-strale bevestig dit. Die eerste 
keer dat die operasie, hieronder beskrywe, uitgevoer was, 
was op ’n jong dame wat haar sport, insluitende pluimbal, 
moes prysgee omdat die linkerenkel onstabiel was. Daar was 
geen demonstreerbare verslapping van die laterale ligament 
nie. 

Onlangs is ’n dame, 40 jaar oud, in Karl Bremer-hospitaal 
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Fig. 2. Let wel, die os calcis is in die linkerenkel meer in inversie 
as in die regter een; laasgenoemde is normaal, die linker 
een onstabiel. 


geopereer wat ’n onstabiele linkerenkel gehad het sedert sy 
5 jaar oud was. X-strale van beide enkels in akute inversie 
het getoon dat daar meer inversie van die os calcis in die 
linkerenkel was, sonder dat die talus die enkelgewrig verlaat. 
Die konklusie was dat die kalkaneo-fibulére ligament verslap 
was en dat die talo-fibulére ligament normaal was (Fig. 2). 

Daar is dus twee groepe van gevalle, een waarin die diagnose 
bevestig kan word met X-strale en ’n tweede waar die ver- 
slapping tussen die talus en die kalkaneus is en wat nie so 
maklik radiologies bewys kan word nie. 

Die operasie hier beskrywe is ewe geskik vir albei soort 
gevalle. 

BEHANDELING 

Konserwatief 

1. In ouer persone wat nie so aktief is nie sal die hak wat 
aan die buitekant verleng en breér gemaak is, voldoende 
wees. 

2. Binneyster en buite T-vormige band. Dit is effektief 
maar lomp. 
Operasie 

Die mees bekende operasie is deur Watson-Jones beskrywe. 
Die pees van die peroneus brevis is losgemaak van sy vlesige 
deel en laasgenoemde is aan die peroneus longus geheg. Die 
pees van die brevis is dan deur die fibula en die nek van die 
talus getrek en weer terug na die fibula. Die resultate hiervan 
is eersteklas, maar die volgende kritiek kan daarop uitgebring 
word: 

1. Die werking van die pees van die peroneus brevis is 
opgeoffer. 

2. Dit is nodig om ‘n baie lang snit aan die buitekant van 
die been te maak. 


3. Die pees van die peroneus brevis is so sterk dat inversie . 


van die voet erg verminder kan wees. 

In die volgende operasie word *n vry oorplanting van ’n 
strook fascia lata van die dybeen gebruik. Dit word beweer 
dat sulke oorplantings altyd rek. Dit hang natuurlik af van 
die sterkte van die oorplanting en die spannings waaraan dit 
blootgestel word. Ek glo dat, as die oorplanting dik genoeg is 
en akkuraat ingesit word, dit nie rek nie en perfekte stabiliteit 
aan die enkel gee. 

Die eerste operasie was in 1951 op die bogemelde jong 
dame gedoen. Daar was geen demonstreerbare verslapping 
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Fig. 3. Die posisie van die strokie fascia lata aan die einde 
van die operasie. 

Fig. 4. Dieselfde enkel (regter) voor die operasie. (Sien 
ook Fig. 5.) 


van die ligamente gewees nie. Die Watson-Jones-operasie 
was dus nie die aangewese operasie nie. Die resultaat van die 
operasie hieronder beskrywe was so goed dat dit later gebruik 
is vir beide soort gevalle. Die voet het stewig gebly en toe sy 
onlangs gesien was, was daar alleen *n geringe mate van 
beperking van inversie. 


Operasie 

Velsnit, 4-5 duim lank, beginnende agter en onder die 
laterale malleolus tot op die dorsum van die voet. Die 
laterale malleolus word blootgelé. Dit is belangrik om nie die 
periosteum en die weefsel onmiddellik daaraan vas te ver- 
wyder nie omdat dit die been so verswak dat dit kan uitskeur 
as die oorplanting daardeur getrek word. 

Die retinakulum word dan gesny om die nek van die talus 


Fig. 5. Dieselfde enkel (regter) 6 maande na die operasie. 
vergelyk met die linker een. 
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bloot te lé. Gaatjies word dan in die laterale malleolus en 
nek van die talus geboor deur eers beenprieme deur te druk 
en dan die gaaitjie tot } duim wydte te vergroot. 

*n Kleim area van die os calcis is vervolgens blootgelé net 
onder en &gter die laterale malleolus, en distaal van die 
peronei pese. Twee gaatjies word skuins geboor en na mekaar 
gerig sodat ‘n aneurismenaald tussen die twee deurgesteek 
kan word. 

’n Twee-duim velsnit word nou aan die laterale kant van 
die femur net bokant die laterale epikondile van die femur 
gemaak. ‘n Stukkie fascia lata goed } duim breed word los- 
gensy en boontoe losgemaak. ‘n Lang strook fascia, so lank 
soos ‘n hoé toerniket sal toelaat, word met ’n fasciatoom 
verwyder. As die fascia te dik is om deur die gaatjies te gaan, 
kan dit maklik in die lengte nouer gemaak word. 
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Die fascia word dan deur die gaatjies getrek deur dit te 
hak in ’n lussie van sterk nylondraad, beginnende agter die 
laterale malleolus, dan na die nek van die talus en uiteindelik 
agter die peroneus pese na die os calcis, om dan weer aan die 
buitekant van die pese terug te gaan na waar begin is. Die 
fascia word dan styfgetrek, en wat oor is om homself gedraai 
en vas gewerk (Fig. 3). Die voet word in gips gehou vir 6 weke. 

Resultaat. Fig. 4 wys ’n geval van verslapte laterale liga- 
ment in die regterenkel. Fig. 5 wys dieselfde enkel in die 
linker X-straal voor en in die regter 6 maande na die operasie. 


OPSOMMING 


Daar is twee groepe van gevalle met onstabiliteit van die 
laterale ligamente van die enkelgewrig. °n Operasie om die 
ligamente te versterk, is beskrywe. 


GEVARE BESTRALING* 
C. J. B. MuLLerR, D.M.R., Hoofradioloog, Karl Bremer-hospitaal, Bellville, Kaap 


Die twintigste eeu sal moontlik in die wéreld se geskiedenis 
bekend staan as die Atoom-eeu. Met die toenemende gebruik 
van kernkrag in industrieé, oorloé en medisyne is *n wye 
kennis van die gevare van bestraling wenslik. Die meerderheid 
van ons medici het nie die kennis nie en behoort die moeite 
te doen om op hoogte van sake te kom. 

Die mensdom is altyd aan bestraling blootgestel en almal 
is tot “n mate radioaktief. Die kosmiese bestraling van die 
hemele, gamma-strale van die aarde en in die lug, asook die 
kalium-40, koolstof-14 en radon in ons liggame het geen 
nadelige uitwerking op ons algemene gesondheid nie, maar 
veroorsaak tog wel genetiese veranderinge. Die maksimum- 
hoeveelheid bestraling, wat veilig mag wees, word deur 
deskundiges geskat op 0-3 r per week vir 13 weke of 200 r per 
leeftyd op die hele liggaam. Tot die ouderdom van 30 jaar is 
dit onwenslik om meer dan 50 r op die geslagsorgane te kry, 
weens die genetiese gevolge vir die mensdom as geheel indien 
meer as 2% van die bevolking hieraan blootgestel is. Die 
enkele dosis wat in 50°, van gevalle vir die mensdom nood- 
lottig sal wees word bereken op omtrent 500 r oor die hele 
liggaam. 

Die reaksie teenoor bestraling wissel volgens die gesondheid 
en ouderdom van die persoon, die tipe bestraling wat gebruik 
word, die opperviakte wat bestraal word, en die tydperk 
waaroor dit strek. Die akute effek kan oor die algemeen as 
*n ontstekings-reaksie in die weefsel beskou word en die 
slymvlies, beenmurg en reticulo-endoteliale weefsel van die 
liggaam is besonder sensitief in dié opsig. Wat nou baie 
bekommernis oor die hele wéreld wek, is die genetiese effekte 
wat ophopend is en oorgedra word tot die nageslagte. Ons 
sonde in die opsig sal dus ons kinders se erfenis wees. Nadelige 
genetiese uitwerking kan die persentasie van kranksinniges 
in ons nageslagte vermeerder en geringe veranderinge mag 
geleidelik die algemene gesondheid van ’n volk verswak. Dit 
word miskien nie algemeen besef nie dat X-strale op enige 
deel van die liggaam spatting van strale in alle rigtings ver- 

* Lesing gelewer by geleentheid van die eerste jaardag van die 
Stellenbosche mediese skool. 


oorsaak en ’n sekere dosis op die geslagsorgane lewer, ook 
op diégene wat die ondersoek doen. Die gebruik van klein 
deurligtingseenhede deur persone wat nie deeglik daarvoor 
opgelei is nie, skep ’n gevaar vir die pasiént en die persoon 
wat dit doen. Baie sulke stelle is in gebruik in ons land en ek 
twyfel of die bestralingsdosis per minuut van die eienaars van 
sulke stelle bekend is. 

X-straalondersoeke in swangerskap en veral in die meet 
van die bekkeningang, moet alleenlik deur deskundiges 
onderneem word. Persoonlik meen ek dat sulke metings alleen 
gedoen moet word na ’n volledige bespreking van die geval 
met die radioloog en dan moet die minimumplate gedoen 
word. Tydens die ondersoek kan die fetus se geslagsorgane 
aan ‘n besonder hoé dosis blootgestel word en niemand moet 
dit ooit vergeet nie. Daar is ook die gevaar dat die fetus wat 
bestraling kry, later as kind meer geneig mag wees om 
leukaemia of kanker te ontwikkel dan die fetus wat nie 
bestraal word nie. 

Afgesien van die akute en genetiese gevolge van bestraling, 
is daar die persoonlike langtermyngevare. Vir *n geruime tyd 
is dit bekend dat radioloé 8-10 keer meer geneig is om 
leukaemia te ontwikkel as die res van ons medici. In 
Hiroshima was die voorkoms van leukemia onder die 
Japanese, wat binne 1,000 meters van die ,hypocentre’ aan 
die atoombom blootgestel was, 100 maal hoér dan die 
gewone verwagting. Onder sowat 13,000 pasiénte met 
spondylitis ankylopoietica wat diep X-straalbehandeling 
ontvang het, was daar 38 gevalle van leukaemia—min genoeg 
waar die behandeling nog die beste is—maar omtrent 10 maal 
hoér dan die gewone verwagting. Anaemie, beenkanker, 
velkanker, longkanker, en verkorting van die persoon se lewe 
deur oortollige bestraling in die verlede voordat die gevare 
ten volle besef was, verskaf ‘n indrukwekkende en skrik- 
wekkende rekord wat ons nie in die toekoms graag weer sal 
wil sien nie. 

Die vraag of gewone mediese X-straalondersoeke dan 
gevaarlik is, sal al hoe meer deur die leek gevra word. 
*n Beslissende antwoord kan gegee word dat dit nie die minste 
gevaar inhou vir die pasiént, mediese en radiografiese 
personeel of hulle nageslagte nie, mits moderne X-straal- 
eenhede gebruik word deur diegene wat in die gebruik daarvan 
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opgelei is. By die Karl Bremer-hospitaal is die metings wat 
tot nou toe gedoen is uiters bevredigend. 

Ons jonger kollegas in interne geneeskunde, chirurgie en 
orthopaedie is dikwels geneig om hulle aan onnodige 
bestraling met deurligting of in die teater bloot te stel. Hulle 
behoort in gedagte te hou dat die kern van die vreeslike krag 
van die atoombom wat op die Japanese te Hiroshima en 
Nagasaki gelos is, seker nie veel groter dan ’n krieketbal was 
nie en dat die bestraling wat hulle so verontagsaam, diep in 
ons toekomstige geslagte se gesondheid brand—as hulle 


S.A. TYDSKRIF VIR GENEESKUNDE 765 


miskien nie self genoeg bestraling kry om alreeds steriel te 
wees nie. 
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ANNUAL REPORT OF THE CHAIRMAN OF FEDERAL COUNCIL FOR THE 
YEAR ENDED 30 JUNE 1958 


Obituary. \t is with deep regret that we record the loss through 
death of the following members: Drs. H. D. M. Ackermann, 
G. S. Andrews, C. P. Bringle, C. E. L. Burman, K. Colsen, J. 
Drummond, H. A. Edwards, L. Farrel, J. Greenstein, F. O. 
Fehrsen, E. Isserow, H. Krafchik, J. H. Lategan, S. Levy, G. J. 
Luyt (Snr.), H. 1. Maister, M. Marks, O. le F. Milburn, A. Moffson, 
A. M. Moll, G. van R. Mostert, D. O'Donovan, J. P. Pellissier, 
A. E. Pinniger, O. Popper, A. L. Saul, C. P. Theron, J. Theunissen, 
M. H. van Niekerk, D. P. Viljoen, F. T. Waldron, F. V. Werd- 
muller. 

Membership. During the past year there has been an overall 
increase in membership of 91, the total membership now being 
5,528. In addition there are 78 student members. Members are 
distributed as follows: Border Branch 209; Cape Eastern Branch 
56; Cape Midlands Branch 228; Cape Western Branch 1,205; 
East Rand Branch 219; Griqualand West Branch 89; Natal 
Coastal Branch 559; Natal Inland Branch 192; Northern Trans- 
vaal Branch 543; Orange Free State and Basutoland Branch 384; 
Southern Transvaal Branch 1,296; South-West Africa Branch 80: 
Transkei Branch 83: Vaal River Branch 63; Unattached Mem- 
bers 285; Emeritus Members 28; Honorary Members 8. 

Honours. During the year under review, 6 members of the 
Association have been honoured by the Federal Council by 
the award of the Bronze Medal for meritorius service to the 
Association. The members concerned are, for 1957, Dr. A. Broom- 
berg (Natal Coastal Branch) and Dr. R. Theron (Orange Free 
State and Basutoland Branch) and, for 1958, Dr. P. Jabkovitz 
(Cape Midlands Branch), Dr. R. Schaffer (Border Branch), 
Dr. T. Schneider (Southern Transvaal Branch) and Dr. L. O. 
Vercueil (Southern Transvaal Branch). In addition the Council 
honoured the late Dr. J. Drummond, of Durban, and Dr. G. 
a of Johannesburg, by electing them to Emeritus Mem- 

rship. 

Annual General Meeting. The Annual General Meeting for 
the current year took place in Durban on 11 September 1957. 
At the conclusion of the formal business, Dr. H. Grant-Whyte, 
of Durban, was inducted as President by Dr. J. S. du Toit, the 
retiring President. The meeting was then adjourned until the 
evening, when it was re-convened in the City Hail, Durban, 
where it was combined with the Opening Ceremony of Congress. 
In the absence of the Governor-General, the Administrator of 
Natal, the Hon. D. G. Shepstone, opened the Congress. After 
the presentation of awards, Dr. Grant-Whyte delivered his Pre- 
sidential Address. The Adjourned Annual General Meeting 
was followed by a reception at which the President and Mrs. 
Grant-Whyte received the guests. 

Congress. A very successful Congress was held in Durban 
during the week commencing 16 September 1957. The Associa- 
tion was honoured by the presence of a number of distinguished 
visitors from overseas countries and was particularly pleased to 
have as its guest of honour Dr. T. C. Routley, of Canada, Con- 
sultant General of the World Medical Association, who was 
accompanied by Mrs. Routley. The Association is grateful to 
its Natal Coastal Branch, which was responsible for the organiza- 
tion of this most successful function. 

Federal Council. There have been 2 meetings of the Council 
during the year under review. At the first of these, held in Durban 
on 11-13 September 1957, a newly elected Council met, and 
elected Dr. J. H. Struthers as its Chairman, with Mr. J. D. Joubert 
as Honorary Treasurer. During a very pleasant little interluce 


at this meeting, the Council took the opportunity of expressing 
its appreciation of the services so ably rendered to it by 
Dr. A. W. S. Sichel (who had been Chairman of Council for the 
past 12 years) and Dr. J. S. du Toit (who had served as Honorary 
Treasurer for the past 30 years), and to commemorate the occa- 
sion, the President, on behalf of the Council, made presentations 
to each of these stalwart members. The second meeting was held 
in Johannesburg on 23-26 April 1958. The average attendance 
at these meetings was 54 out of a total membership of 60. The 
Executive Committee of the new Council, comprising Dr. J. H. 
Struthers. Dr. E. W. Turton, Dr. H. Grant-Whyte, Dr. J. D. 
Joubert, Mr. B. A. Armitage, Mr. J. A. Currie, Dr. L. S. Robert- 
son, Dr. R. Schaffer. Dr. A. W. S. Sichel, and Dr. R. Theron, 
met on 3 occasions. Two meetings were held on the day preceding 
the 2 Council meetings and a special meeting was held in Pretoria 
on 1-3 November 1957. Apart from the business transacted at 
these meetings, the Committee also dealt with certain other 
essential matters by means of correspondence. 

Committees of Council 

The Head Office and Journal Committee continues in its service 
of taking care of the administrative side of the Association's 
work, and increasing costs have made this no easy task during 
the last few years. At the last meeting of the Council a Com- 
mittee of Enquiry was appointed ‘with a view to reducing Head 
Office expenditure as much as possible compatible with efficiency’. 
This Committee has met and will report at the next Council 
meeting. The Council has already resolved that the annual sub- 
scription to the Association will be raised by £2 2s. Od. as from 
1 January 1959. As its financial affairs are in a somewhat pre- 
carious state, the Council also agreed to invite members to send 
donations to tide over this particularly difficult period. 

The Federal Ethical Committee has not met during the year 
under review but gave views on 4 matters by correspondence. 

The Central Committee for Contract Practice has continued 
to do a considerable amount of routine work and has dealt with 
a number of new applications for recognition. The new Tariff 
of Fees for Approved Medical Aid Societies came into force on 
1 August 1957. 

The Parliamentary Committee has had frequent meetings and 
has dealt with a considerable amount of business, most of which 
has been successfully concluded with advantage to members. 
The work of this Committee is increasing and was greatly helped 
by the establishment of the Association's office in Pretoria. 

The Workmen's Compensation Act Sub-Committee has con- 
tinued to act in liaison with the Commissioner and has attended 
to a number of routine matters. 

The Sub-Committee on the Economics of Medical Practice, 
which had done much work investigating the economics of the 
various forms of medical practice with a view to making a recom- 
mendation as to what steps could be taken to initiate a medical 
insurance plan which could be supported by the Medical Associa- 
tion, was, at the request of its convener, discharged by the Federal 
Council at its meeting held in April 1958. The Council at the 
same time invited the Southern Transvaal Branch to watch the 
interests of the Association in the sponsoring of the proposed 
medical insurance plan in its area. 

The various other Committees of Council, appointed for special 
purposes, have done valuable work in the spheres allotted to them. 

Journal. The new full-time Assistant Editor, Dr. A. P. Blige 
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nault was appointed and commenced duties on 1 June 1958. 
The number of contributions to the Journal continues to rise 
and, as a result of this, the Journal has increased in size during 
the current year. This has resulted in the proportion of printed 
matter to advertising matter increasing, which in turn has re- 
sulted in a less satisfactory financial position. It is hoped that 
in the coming year it will be possible to increase the income de- 
rived from advertisements, and that the Journal will be able to 
carry more news concerning the activities of the various Branches, 
Divisions, Groups, as well as of the work of the Association in 
general. The quarterly S.A. Journal of Laboratory and Clinical 
Medicine does not have the recognition it deserves owing to its 
limited circulation. It does. however, serve as a useful medium 
for the publication of original papers of a special character. 

Branches, Divisions and Groups. These continue to hold regular 
meetings and to serve the members resident in their areas. Although 
it is essential that business should receive attention, it is the clinical 
meetings that are most appreciated by the average member. 

World Medical Association. The Eleventh General Assembly 
was held in Istanbul, Turkey, in late September 1957. On this 
occasion the Association was not able to have a member present 
as its official delegate, and is grateful to Dr. T. C. Routley, of 
Canada, who agreed to act in this capacity. 

Finance. The accumulated funds of the Association decreased 
by £8,890 during 1957, and stood at £22,153 at 31 December 
1957. A deficit of at least £9,000 is estimated for the present 
year and, as a fair proportion of the present capital is in a form 
which is not easily accessible, the need for assistance from mem- 
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bers, by means of the donations requested by the Honorary 
Treasurer, is urgent. 

Benevolent Fund. There are 25 beneficiaries of this Fund. 
During the year ended 31 December 1957 grants totalling £3,712 
were made, and the accumulated funds now stand at £44,352. 

Library Grants. Grants have been made to the five Medical 
School Libraries totalling £800 during the year under review. 

Medical Agencies. The Agencies maintained in Cape Town 
and Johannesburg continue to render valuable service to mem- 
bers, who are reminded that they are there for the assistance of 
all. The Medical Insurance Agency continues to provide a service 
through various forms of insurance—Public Liability, Motor 
Car, Life and Endowment—and the many forms of general 
insurance cover. 


Conclusion 


On behalf of the Council I would thank all who have con- 
tributed to the work of the Association, which has expanded 
considerably during the year under review. I refer particularly 
to the Honorary Officials and the members of the various Com- 
mittees who have made such great sacrifices in giving so freely 
of their time in the interests of the Association and the medical 
profession, as well as to the Medical Secretary and the members 
of his staff, both in Cape Town and Pretoria, who have rendered 
yeoman service. 

J. H. Struthers 
Pretoria Chairman of Council 
July 1958 


CONGRESS OF THE SOUTH AFRICAN SOCIETY OF OBSTETRICIANS AND GYNAECOLOGISTS, 
PRETORIA, 4-6 AUGUST 1958 : KONGRES VAN DIE SUID-AFRIKAANSE VERENIGING VAN 
VERLOSKUNDIGES EN GINEKOLOE, PRETORIA, 4-6 AUGUSTUS 1958 


The seventh interim congress of the abovenamed Society will be 
held in Pretoria in August 1958. All members are cordially invited 
to attend the congress. Enquiries regarding the Congress to be 
addressed to the Secretary, Room 106, Clinical Buildings, Pretoria 
Hospital (Telephone 2-9741, extension 393). 


PROGRAMME 
Monday 4 August 


9-9.45 a.m. Dr. I. Shepherd: The Effects of Vitamin K Ad- 
ministration on the Perinatal Survival in African and Indian 
Patients. 

9.45-10.30 a.m. Official Opening of Congress: Prof. S. F. 
Oosthuizen, President of S.A. Medical and Dental Council 

10.15 a.m. Congress Photograph 

10.30-11 a.m. Tea Interval 

11-11.30 a.m. Dr. P. F. Venter: A Modified Sling Operation 
for the Treatment of Persistent Stress Incontinence 

11.30 a.m.-12 noen. Dr. G. P. Charlewood: Simplified Bladder 
Neck Suspension for Stress Incontinence. 

2-2.40 p.m. Dr. M. M. du Toit: 
Vesico-vaginal Fistulae 

2.40-3 p.m. Tea Interval 

3-3.40 p.m. Prof. J. de Villiers: The Treatment of Abruptio 
Placentae 

3.40-4.30 p.m. Mr. Jennings: The Design of Maternity Hospitals 

6 p.m. Mayoral Reception: At Fountains Valley 


Amenorrhoea following 


Tuesday 5 August 

9-10 a.m. Prof. Robert J. Lowrie: Surgery of the Bartholin 
Gland with Special Reference to the New Operation of Mar- 
supialization. 

10-10.30 a.m. Tea Interval 

10.30-11.30 a.m. Prof. R. J. Kellar: The Endocrine Control 
of the Menstrual Cycles During Health and Disease 

11.30-12.30 a.m. Prof. D. Crichton: Urinary Tract Com- 
plications in Carcinoma of the Cervix. 

Afternoon: A Visit to the C.S.1.R. Laboratories and a Demon- 
stration of the Cyclotron. 


Wednesday 6 August 


8.45-9.30 a.m. Dr. N. Steere: Symphysiotomy 
9.30-10.30 a.m. Dr. T. J. Dry: Heart Disease and Pregnancy 
10.30-10.50 a.m. Tea Interval 


Die sewende interimkongres van die bogenoemde Vereniging 
sal gehou word te Pretoria in Augustus 1958. Alle lede word 
vriendelik uitgenooi om teenwoordig wees. Navrae aangaande 
die Kongres kan gerig word van die Sekretaris, Kamer 106, 
Kliniese Gebou, Pretoria Algemene Hospitaal (Telefoon 29741, 
uitbreiding 393). 
PROGRAM 
Maandag 4 Augustus 


9-9.45 vm. Dr. I. Shepherd: Die Uitwerking van Vitamine K- 
toediening op die Perinatale Oorlewing in Bantoe- en Indiér- 
pasiénte 

9.45-10.30 vm. Amptelike Opening van Kongres: Prof. S. F. 
Oosthuizen, President van die S.A. Mediese en Tandheelkundige 
Raad 

10.15 vm. Kongresfoto 

10.30-11 vm. Teepouse 

11-11.30 vm. Dr. P. F. Venter: 
vir die Behandeling van Druklek 

11.30-12 vm. Dr. G. P. Charlewood: Vereenvoudigde Blaasnek- 
suspensie vir Druklek 

2-2.40 nm. Dr. M. M. du Toit: Amenorree na Vesico-vaginale 
Fistels 

2.40-3 nm. Teepouse 

3-3.40 nm. Prof. J. de Villiers: Die Behandeling van Vroeé 
Loslating van die Placenta 

3.40-4.30 nm. Mnr. Jennings: Die Ontwerp van Kraamhospitale 

6 nm. Burgemeestersonthaal by Fonteine-Vallei 
Dinsdag 5 Augustus 

9-10 vm. Prof. Robert J. Lowrie: Chirurgie van die Bartholin- 
klier met Spesiale Verwysing na die Nuwe Operasie van Mar- 
supialisasie. 

10-10.30 vm. Teepouse 

10.30-11.30 vm. Prof. R. J. Kellar: Die Endokrine-beheer 
van die Normale Menstruele Siklus asook tydens Siekte 

11.30-12.30 vm. Prof. D. Crichton: Urineweé-komplikasies in 
karsinoom van die Cervix 

Middag. ‘n Besoek aan die W.N.N.R.-Laboratoriums en 


*n Modifiseerde Slingoperasie 


*n Demonstrasie van die Siklotron 
Woensdag 6 Augustus 


8.45-9.30 vm. Dr. N. Steere: Simfisiotomie 
9.30-10.30 vm. Dr. T. J. Dry: Hartkwaal in Swangerskap. 
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10.50-11.40 a.m. Prof. Robert J. Lowrie: Own Choice of 
Subject 

11.40-12.30 a.m. Dr. F. N. Neser: Cervical Incompetence in 
Second Trimester Abortions 

2-2.45 p.m. Dr. L. Goldman: The Place of Pitocin Drip In- 
fusion in Labour. An Analysis of 200 Cases 

2.45-4.15 p.m. Annual General Meeting of the S.A.S.0.G. 

4.15 p.m. Annual General Meeting of the S.A. Members of 
the R.C.O.G. 

8 p.m. Meeting of the S.A. Regional Council of the R.C.O.G. 


SOCIAL EVENT 


Tuesday evening 5 August, 8 p.m. Dinner and Dance at Con- 
stantia Club (dress formal) 
Special Entertainments for Ladies 
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10.30-10.50 vm. Teepouse 

10.50-11.40 vm. Prof. Robert J. Lowrie: Eie Keuse van Onder- 
werp 
11.40 vm.-12.30 nm. Dr. F. N. Neser: Servikale Inkompetensie 
by Miskrame in die Tweede Trimester 

2-2.45 nm. Dr. L. Goldman: Die Plek van Binneaarse Pitocin 
Infusie in Kraam. ’n Oorsig van 200 Gevalle 

2.45-4.15 nm. Jaarvergadering van die S.A.V.V.G. 

4.15 nm. Jaarvergadering van die S.A. Lede van die R.C.O.G. 

8 nm. Vergadering van die S.A. Streeksraad van die R.C.O.G. 

SOSIALE GELEENTHEID 

Dinsdagaand 5 Augustus, 8 nm. Dinee en Dans te Constantia- 
Klub (drag formeel) 

Spesiale Onthale vir Dames 


OFFICIAL ANNOUNCEMENT : AMPTELIKE AANKONDIGING 


MEDICAL AID SOCIETIES REMOVED FROM THE LIST : MEDIESE HULPVERENIGINGS VAN DIE 
LYS GESKRAP 


The name of the following society has been removed from the 
list of approved medical aid societies and the members are no 
longer entitled to the preferential tariff: 

Hume (Transvaal) Medical Benefit Society, P.O. Box 204, 
Germiston. 

L. M. Marchand 

Medical House Associate Secretary 
Cape Town 
11 July 1958 


ASSOCIATION NEWS 


Die naam van die volgende vereniging is van die lys van goed- 
gekeurde mediese hulpverenigings geskrap en lede is nie langer 
op die voorkeurtarief geregtig nie: 

Hume (Transvaal) Medical Benefit Society, Posbus 204, Ger- 
miston. 

L. M. Marchand 

Mediese Huis Medesekretaris 
Kaapstad 
11 Julie 1958 


: VERENIGINGSNUUS 


QUEENSTOWN DIVISION 


An ordinary general meeting of the Queenstown Division of the 
Medical Association of South Africa was held at the Frontier 
Hospital, Queenstown, on 19 June 1958 at 8.15 p.m. Dr. A. Rosin 
took the chair and there were 9 members present. 

Reference was made to the death of Dr. Lewis Farrell, of 
Queenstown, members standing in silence as an expression of 
esteem and respect. 

Border Branch. Dr. R. Schaffer moved and Dr. J. M. van 
Schalkwyk seconded the following motion: ‘This Division 

1. is anxious to maintain the Border Branch as at present 
constituted, and 

2. agrees that there should be regular meetings of the Border 
Branch Council, but suggests 

(a) that such meetings be held at a time when it is possible 
for Branch Council members not resident in East London 
to attend, 

(b) that at least 2 Branch Council meetings each year and at 
least 2 general meetings of the Border Branch should be 
held at an inland centre, 


(c) that adequate notice of Branch Council meetings and 
Branch general meetings be given.” 

This resolution was carried unanimously and it was decided 
to transmit the resolution to the Secretary of the Border Branch. 

The Tariff of Fees was submitted by the Convener of the re- 
sponsible sub-committee and after discussion was accepted with 
slight alterations. It was decided to send a copy to each member 
of the Division. A vote of thanks was passed to the Convener 
and other members of the sub-committee. 

Address by Dr. J. M. van Schalkwyk. Dr. van Schalkwyk 
delivered an address on the subject ‘Status Thymico-lymphaticus’. 
He said that subject had in the past, and was still, controversial. 
He explained the following conditions which had been described 
by various investigators: (1) Stress concept, (2) alarm reaction, 
(3) stage of resistance, (4) stage of exhaustion, (5) general adapta- 
tion syndrome. Discussion followed and questions were asked. 
The Chairman expressed to Dr. van Schalkwyk the grateful 
thanks of those present. 

Tea was provided during the meeting, which terminated at 
10.5 p.m. 


MEDICAL PRACTITIONERS OF UNKNOWN ADDRESS 


The Registrar of the South African Medical and Dental Council 
has supplied the subjoined list of medical practitioners (with 
their present registered addresses) to whom communications 
addressed by the Registrar have been returned by the Post Office 
because delivery could not be effected. Attempts to trace these 
practitioners have failed. Their attention is invited to the following 
sections of the Medical, Dental and Pharmacy Act, 1928: 

Section 16 (2). It shall be the duty of every registered person 
who changes his address to intimate the fact to the Registrar 
within one month after such change. 

Section 17 (1). The Council may erase from the register the 
name of any person who . (b) has failed, within a period of 
three months from the date of an enquiry sent by the Registrar 
by registered letter to the address appearing in the register in 
respect of him, to notify the Registrar of his present address. 


Section 17 (3). No person whose name has been erased in 
accordance with this Section . . . . shall be deemed to be registered 
unless and until on application being made by him to the Registrar, 
his name has been restored to the register. 


I. B. Angorn, 201 Minavale Heights, York Street, Berea, Johan- 
nesburg. 

C. C. P. Eagle, c/o J. X. Harington, Esq., P.O. Box 102, Crown 
Mines, Johannesburg. 

M. H. Friedman, The Bounty, Rhodes Avenue, Newlands, C.P. 

R. P. Johnson, 31 Clyde Street, Port Elizabeth. 

E. Langley, 7 Chippenham Court, Chippenham Road, Kenilworth, 
Cape Town. 

E. Movsovic, The Bounty, Rhodes Avenue, Newlands, C.P. 

J. P. Nel, ‘St. Monica’s Home’, Lionstraat, Kaapstad. 
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F. M. O. Papke, 25 Ambassadors, Walker Street, Pretoria. 

M. P. Pather, 84 Clarence Road, Durban. 

D. C. Peters, Mediese Sentrum 522, Pretoriusstraat, Ptetoria. 

L. Sash, 27 Esselen Street, Hillbrow, Johannesburg. 

H. Siedel, Montebello Mission Hospital, — Montebello, Natal. 
I. F. Smith, 117 Prince’s Avenue, Benon 

D. Stein, Doctor’s Residence, King Edward VIII-Hospital, Durban. 


ERE-PENNINGMEESTER SE SPESIALE FONDS 


Met hartlike dank word die volgende skenkings erken: The 
following donations are gratefully acknowledged: 


te 
— 


th 


Voorheen erken Previously acknowledged 
Dr. L. M. Marchand, M.V.S.A. 
Dr. M. Spitz, Kinross .. : 

Dr. E. Epstein, Johe innesburg_ 

Dr. W. F. Howard, Aliwal-Noord 

Dr. R. P. McNeil, Haenertsburg 
Anonymous, Cape Town a 

Dr. B. Crowhurst Archer, Durban 

Dr. A. Brodie, Verulam 

Dr. J. A. Lichtman, Windhoek 

Anonymous, C.P. 

Mr. J. F. P. Mullins, Durban 

Dr. B. Bromilow-Downing, Rondebosch 

Dr. R. Jacobson, Maseru 

Dr. C. M. Grundlingh, Muckleneuk 

Dr. R. S. Verster, Bloemfontein 

Dr. T. MacLeod, Umbogintwini 

Dr. M. J. F. Davis, Howick 

Dr. A. S. Nethercott, Impendhle 

Dr. S. Melmed, Port Elizabeth , 

Dr. R. Robins-Browne, Johannesburg 

Dr. B. Hammerschlag, Greenside 

Dr. A. Landau, Cape Town 

Dr. J. B. Lurie, Chloorkop 

Drs. C. Frost and D. L. F. Jeffes, Johannesburg 
Dr. F. L. Potter, Nottingham Road . ; 
Dr. T. E. Mulock-Bentley, Eshowe 
Anonymous, Durban .. 

Dr. J. J. W. van Zyl, Kaapstad 

Dr. J. G. A. Marais, Douglas. . 

Dr. W. H. du Plessis, Parktown North 

Dr. H. G. Goldwater, Johannesburg 

Dr. F. H. Deppe, Port St. Johns 

Dr. A. |. Goldberg, Cape Town 

Dr. J. P. Botha, Uitenhage s 

Dr. H. W. Dyke, East London 

Dr. J. J. C. Hofmeyr, ee 
Anonymous, Johannesburg of 

Dr. H. X. Berning, Cofimvaba 
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J. W. Stirling, 36 High Street, Touws River, C.P. 

J. S. Theunissen, 97 Fourth Avenue, Linden, Johannesburg. 

P. W. van der Merwe, Koning Edward VIII Hospitaal, Durban. 

G. von Backstrém, c/o Nkana European Hospital, Kitwe, North- 
ern Rhodesia. 

H. A. M. Whitby, Shenleigh House, Seaton Park, Durban North. 

G. E. Wolffe, P.O. Box 706, Salisbury, Southern Rhodesia. 


: HONORARY TREASURER’S SPECIAL FUND 


Dr. J. Inglis, Brackenfell 

Dr. |. Jach, Brooklyn, C.P. 

Dr. J. M. C. Henderson, Kearsney 
Dr. T. B. McMurray, Cape Town 
Anonieme skenkings, S.W.-Afrika 
Dr. W. J. L. Downing, Middelburg .. 
Dr. B. L. Freyer, Louwsberg .. 

Dr. A. W. Falconer, Rondebosch 

Dr. Alex Smith, Brakpan 

Dr. H. Bentel, Parktown 
Dr. A. C. Anderson, Port Elizabeth ee 
Dr. H. C. Paradisgarten, Windhoek . . 
Dr. T. B. Enslin, Bloemfontein 

Dr. J. A. MacFadyen, Durban #3 
Dr. P. C. St. L. Grenfell, Alexandria 
Anonymous, Johannesburg. . 

Dr. Mark Horwitz, Cape Town 

Dr. F. W. Purcell, Cape Town as 
Dr. S. Kirk-Cohan, Louis Trichardt . . 
Dr. M. Findlay, Durban 
Dr. F. F. Kolbe, Westonaria .. 

Dr. M. Samy-Padiachy, Kimberley 
Dr. E. C. Crichton, Cape Town 

Dr. E. B. Moffat, Fouriesburg 

Dr. M.N. Silbert, Sea Point .. 

Dr. W. H. Lawrence, Pretoria 

Dr. T. Shadick Higgins, M.A.S.A. 
Dr. A. J. van Wyk, Paarl : 

Dr. H. Meyers, Port Elizabeth 

Dr. P. Glatt, Cape Town 

Dr. P. Doctor, Uitenhage 

Dr. E. I. Bhorat, Stanger i 

Dr. A. P. Blignault, M.A.S.A. 

Dr. S. Sieff, Maitland . 

Dr. E. E. Kath, Pretoria 

Dr. E. G. Hales, Durban - 

Dr. M. N. Beukes, Marydale .. - 
Dr. H. J. Hamelberg, Johannesburg . . 


_ 


SOW 


Dr. L. V. Pearson, Durban .. 10 1 
Dr. H. P. E. Marais, King Williams Town a “si 20 
Totaal—Total .. £578 7 0 


DIE LIEFDADIGHEIDSFONDS : THE BENEVOLENT FUND 


The following contributions to the Benevolent Fund during June 
1958 are gratefully acknowledged: 
Votive Cards in memory of: 

Dr. Park Ross, Snr. by The Fishing Club. 

Dr. H. L. Heimann by Dr. M. M. Posel. 

Mr. Kemp dy Dr. Vernon Brink. 

Mrs. Hafner by Dr. and Mrs. A. S. Weir. 

Willie Wickert by Drs. R. Theron and E. Krause. 

Dr. F. O. Fehrsen by Dr. Vernon Brink, Florence Dalby, Mr. 
J. V. Plummer, Mr. and Mrs. M. Clough, Dorothea Fehrsen and 
Gladys M. Rose-Innes, Dr. J. P. Immelman, Dr. and Mrs. A. W. 
Sichel, Mr. and Mrs. C. Karstel, Mimi, John and Margaret 
Bridgman, Dr. and Mrs. Lance Impey, Doris and Biddy Dockrall, 
Mr. and Mrs. H. McKinnell, Mrs. M. M. Coster, Dr. and Mrs. 
D. S. Davies, Mr. and Mrs. K. A. Liddy and family, Mrs. T. 
Wallace and Mrs. Tess Cooper, Mr. and Mrs. G. D. Jooste, 
Dr. Leon Stern, Mr. and Mrs. J. de la R. du Toit, Mr. F. Kobabe, 


Mrs. D. M. Hearn, Dr. and Mrs. F. R. Luke, E. M. Broome, 
Mr. J. A. Currie, Dr. Isobel Robertson, Duncan and Molly Judd, 
Dr. and Mrs. G. C. Linder, Mr. and Mrs. G. H. Starck, Vacuum 
Oil Co. of S.A. (Pty.) Ltd., Mr. W. Brinton, Mrs. M. E. Adams, 
Mr. W. W. Hewerston, Mrs. W. K. Dosé and the Misses R. and 
C. Dosé, Mr. and Mrs. J. Conway Cragg, Mary F. Bremner, 
M. N. Karstel, Dr. J. P. de Villiers. 


Total amount received from Votive Cards £63 10s. Od. 
Services Rendered to: 

Dr. G. P. Fourie by Drs. G. Edelstein, Robert Slome, M. H. 
Finlayson, H. W. Clegg, A. S. Peden, Rachel Rabkin and J. A. S. 
Marr. 

Dr. G. H. Robertson by Mr. J. R. Frylinck, Dr. J. H. Bristow 
and Dr. W. J. Mostert. 

Mr. N. W. Kapton by Mr. A. Katz, Prof. J. H. Louw, Prof. 
F. Forman, Dr. W. M. Roberts, Dr. Louis Blumberg and Dr. 
S. Berman. 
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Dr. B. Swil by Drs. B. Shapiro, A. Flax and A. Peden. 

Total amount received for Services Rendered £30 9s. Od. 
Donations: 
Drs. A. G. C. Ffolliott, M. E. Meyrick, N. McL. Campbell, 
H. H. Broodryk, D. F. Fismer, F. J. H. Haupt, M. E. Brown, 
P. S. Meyrick, M. H. Campbell, T. H. R. Bohlmann, G. J. van 
Rooyen, R. L. Baikie, J. H. Boshoff, D. A. C. Kelly, L. J. van 
Wyk, R. R. MacKenzie. 

Total £9 9s. Od. 
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S.A. Mutual Life Assurance Society i a awe 

Members Collection Box, Cape Western Branch 917 6 

Total amounts received from Donations Be .. £2613 6 


Grand Total £120 12s. 6d. 


OCCUPATIONAL HEALTH SERVICES 


The 42nd International Labour Conference (ILO) has approved 
the conclusions of the Committee charged with studying the 
question of the organization of occupational health services in 
places of employment, which had proposed a draft Recommenda- 
tion and a Resolution. 

The Conference adopted the proposed draft Recommendation 
by 185 for, 1 against, with no abstentions. It provides that occu- 
pational health services should be organized as a separate service 
within the framework of a single undertaking or as a service 
common to a number of undertakings, whether set up by the 
undertakings themselves or attached to an outside body. 

The text of the proposed draft Recommendation will now be 
transmitted to governments of member countries of ILO for their 
observations. The next Session of the Conference, in June 1959, 
will have these observations before it and will take a final decision 
on this new international instrument. 


Special Health Hazards 


Where occupational health services cannot immediately be 
set up for all undertakings, those services to be established first 
should be for undertakings where workers are exposed to special 
health hazards, to be defined by national laws or regulations, 
and for undertakings employing more than a minimum number 
of workers to be prescribed by national law or regulations. The 
role of occupational health services should be essentially preven- 
tive. Defining the functions of occupational health services, the 
proposed draft Recommendation says that mainly they should 
be: 


1. Surveillance in the undertaking of all factors likely to affect 
the health of workers; 


2. Surveillance of the hygiene of sanitary installations and 


other facilities for the welfare of the workers of the undertaking; 
3. Pre-employment, periodic and special medical examinations; 
4. Compilation of statistics concerning health conditions in 
the undertaking; 
5. Study of or participation in job analysis in the light of 
hygienic, physiological and psychological considerations; 


6. Surveillance of the adjustment of workers to their jobs; 

7. Emergency treatment in case of accident or indisposition; 

8. Initial and regular subsequent training of first-aid personnel; 

9. Participation in the prevention of accidents and occupa- 
tional diseases; and 

_10. Education of the personnel in the field of health and hy- 
giene. 


Advice for Management and Workers 

The proposed draft Recommendation also provides for advice 
for management and workers by the occupational health service, 
which, however, should not be required to verify the justification 
of absence on grounds of sickness. 

It lays down certain conditions in order that the service may 
efficiently perform its functions, principally that it should have 
free access to all workplaces. The physician in charge should 
enjoy full professional and moral independence of both em- 
ployers and the workers, and should receive, as far as possible, 
special training in occupational health. 

Where the organization of an occupational health service is 
not possible, undertakings should enter into an agreement with 
a physician for administering emergency treatment, carrying out 
medical examinations prescribed by national laws or regulations, 
and exercising surveillance over hygiene conditions in the under- 
taking. 

The service provided by occupational health services should 
not involve the workers in any expense. 


Occupational Diseases 


The Resolution concerning Occupational Diseases was adopted 
by 175 for, 3 against, with 12 abstentions. It pointed out that 
recent developments in production processes and methods and 
the extraordinary multiplicity of new materials are daily raising 
new problems in the protection of the health of the workers. 
It requests the Governing Body of ILO to give a high priority 
to the study of these problems and to consider the desirability 
of placing them on the agenda of an early session of the Con- 
ference. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


PARTEL 


The discovery of a new broad-spectrum anthelmintic drug which 
is effective against many of the common worm parasites that 
infect the human body has been announced by Eli Lilly and 
Company of Indianapolis, Indiana, who supply the following 
information: 

Known as ‘Partel’ (dithiazanine iodide, Lilly), the new drug 
is the first anthelmintic capable of broad-spectrum activity. The 
parasites which ‘Partel’ destroys are: pinworm (Enterobius [Oxyu- 
ris) vermicularis), large roundworm (Ascaris lumbricoides), whip- 
worm (Trichuris [Trichocephalus] trichiura), and threadworm 
(Strongyloides stercoralis). ‘Partel’ has been shown to be at least 
Partially effective against hookworm (Necator americanus); also, 
preliminary studies have shown ‘Partel’ to be effective against 
the beef tapeworm (Taenia saginata) and dwarf tapeworm (Hymeno- 
lepis nana). Together, these worm parasites are the cause of 
approximately 55° of the world’s helminthic infections. 

The high incidence of human infestation by worms has long 

one of the major problems of medicine. It is conservatively 
estimated that a third of mankind, more than 800 million human 


beings, are infected by body worms. Inhabitants of all areas of 
the world are prey to infection by worms, and a great many persons 
are infected with more than one of these parasites. An indication 
of the extent of multiple worm infection is shown in a study of 
worm contamination in patients in a hospital in Colombia, South 
America, which revealed that 71-2°, were infected by more than 
one worm. 

The impact of this enormous worm burden upon human health 
and energy is incalculable. The economic and sociological effects 
of controlling it would be startling indeed, for the parasites have 
the capability of reducing an entire people to apathy and lethargy, 
their vitality sapped, their health undermined. The prevalence 
of worm infections is due to the ease with which they are ac- 
quired. Worms may be acquired by eating raw fish and other 
foods containing larvae or eggs: by drinking or wading in con- 
taminated water; by contact with contaminated soil; by mingling 
with infected animals; and by bites from insects. Most worm 
parasites are known to lay great quantities of eggs in which form 
they can remain dormant outside their human host for long 
periods. When ingested by a human, they quickly hatch and 
multiply, producing more eggs and more worms. 
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This same prevalence of worm infections and ease of trans- 
mitting the parasites results in frequent re-infection of previously 
treated patients. To adequately control worm infections, regular 
periodic retreatment is necessary so long as the patient remains 
in the worm contaminated area and re-infection occurs. 

The Lilly Research Laboratories have been interested in para- 
sitological diseases since 1939 when a department of tropical 
medicine was established. In 1950, a full-scale program to find 


PASSING EVENTS : 


Prof. James T. Louw, Professor of obstetrics and gynaecology, 
University of Cape Town, who attended the second world con- 
gress of the International Federation of Gynaecology and Obste- 
trics in Montreal, Canada, has been elected a member of the 
executive of this Federation. There are 12 members on the execu- 
tive. 

* * * 
The South African Paediatric Association. The next meeting of 
the Cape Town Sub-group of this Association will be held on 
Tuesday 5 August 1958 in the Lecture Theatre, Red Cross War 
Memorial Children’s Hospital, Rondebosch, Cape, at 8.15 p.m. 
Dr. F. L. Thomas, Medical Superintendent, Dr. Stals Sanatorium, 
Westlake, will speak on Tuberculosis in Childhood. 

* 


* * 


Mr. A. I. Lichter, F.R.C.S., Thoracic Surgeon, of Suite 14, Claren- 
don Centre, 4 Park Lane, Parktown, announces that his telephone 
number has been changed to 44-7795. 

Dr. A. I. Lichter, Borschirurg van Stel 14, Clarendon Centre, 
Parklaan 4, Parktown, kondig aan dat sy telefoonnommer ver- 
ander is na 44-7795. 

* * * 


Dr. M. Minde, Physician Superintendent, Komani Hospital, 

Queenstown, and Mrs. Minde are leaving by air on 23 July for 

a trip overseas. They will be away until the beginning of October. 

Dr. M. Minde, Geneesheer-bestuurder, Komani-hospitaal, 

Queenstown, en Mev. Minde vertrek op 23 Julie per vliegtuig 

op ’n oorsese reis. Hulle sal weg wees tot die begin van Oktober. 
* 


Dr. Ben Bellon, Ear, Nose and Throat Surgeon, has changed his 
address from 613 Harley Chamber to 601 Medical Arts Building, 
Jeppe Street, Johannesburg. 

Dr. Ben Bellon, Oor-, Neus- en Keelarts, het sy adres verander 
van Harley Chamber 613, na Medical Arts-gebou 601, Jeppe- 
Straat, Johannesburg. 

* * * 
World Medical Association: Central Repository for Medical 
Credentials. During June 1958 the WMA issued announcements 
of this service to a cross-section of doctors in the United States 
in order to sample test the interest of doctors in the service. By 
1 July more than 20°, of the test group had indicated a desire to 
avail themselves of the protection the Repository offered for their 
medical credentials. 

* * * 
Dr. M. M. (Thys) du Toit, M.B., B.Ch., M.Med. (O. & G.) het 
begin praktiseer as *n Spesialis-Verloskundige en Vrouearts te 
Mediese Sentrum 209, Pretoriusstraat 319, Pretoria op 1 Julie 
1958. Telefoon 2-6636 (woning 78-3060). 

Dr. M. M. (Thys) du Toit, M.B., B.Ch., M.Med. (O. & G.) 
commenced practice as a specialist Obstetrician and Gynaecologist 
at 209 Medical Centre, 319 Pretorius Street, Pretoria on 1 July 
1958. Telephones: Rooms 2-6636 (residence 78-3060). 

* 
Dr. Roy Morris, M.D. (Rand), M.R.C.P. (Edin.), Physician has 
moved his consulting rooms to 3rd Floor, Clarendon Centre 
(off Clarendon Circle), 4 Park Lane, Parktown, Johannesburg. 
The telephone number, 44-2889, remains unchanged. 

Dr. Roy Morris, M.D. (Rand), M.R.C.P. (Edin.), Internis, 
het sy spreekkamer verplaas na 3de Vloer, Clarendon Centre 
(by Clarendon Circle), Parklaan 4, Parktown, Johannesburg. 
Die telefoonnommer, 44-2889, bly dieselfde. 

* * * 
Mr. Hugh Benjamin, F.R.C.S. (Edin.), F.R.F.P.S., Surgeon, 
has moved his consulting rooms to 3rd Floor, Clarendon Centre 
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chemical agents effective against worm parasites was begun, 
‘Partel’ was among the agents studied. The results of initial 
animal tests with ‘Partel’ proved so dramatic, the studies were 
extended. At present studies by authoritative investigators are 
being carried on in 35 countries throughout the world. These 
Studies, together with mass investigations with the populations 
of whole communities now in process, are expected to bring the 
total of experimentally treated patients to more than ten thousand. 


IN DIE VERBYGAAN 


(off Clarendon Circle), 4 Park Lane, Parktown, Johannesburg. 
The telephone number, 44-1998, remains unchanged. 


Dr. Hugh Benjamin, F.R.C.S. (Edin.), F.R.F.P.S., Chirurg, 
het sy spreekkamer verplaas na 3de Vloer, Clarendon Centre 
(by Clarendon Circle), Parklaan 4, Parktown, Johannesburg. 
Die telefoonnommer, 44-1998, bly dieselfde. 


* * 


Dr. J. C. Woeke, Spesialis-narkotiseer, tot onlangs van Tweede 
Singel 7, Vredelust, Bellville, het sy spreekkamer verskuif na 
Groote Kerkgebou 705, Parlementstraat, Kaapstad. Telefoon: 
Spreekkamer 37805, woning 971549. 

Dr. J. C. Woeke, Specialist Anaesthetist, until recently at 
7 Second Singel, Vredelust, Bellville, has moved to 705 Groote 
Kerk Building, Parliament Street, Cape Town. Telephone: 
Rooms 37805, residence 971549. 

* * 
Die Jaarlikse Karl Bremer-hospitaal-stafdag vind vanjaar op 
Vrydag 5 September in die Burgersentrum te Bellville plaas. 
Referate en uitstallings i.v.m. navorsingswerk sal gelewer word 
deur die geneeskundige personeel van die Karl Bremer-hospitaal 
en dosente van die Fakulteit van Geneeskunde van die Universiteit 
van Stellenbosch. Alle geneeshere en belangstellendes is welkom 
om die verrigtinge van die dag by te woon. Verversings word 
aangebied. Daar sal ook uitstallings deur farmaseutiese maat- 
skappye gereél word. ’n Volledige program sal later gepubliseer 
word. 

* * + 
The Shaio Foundation, Bogota, Colombia, a non-profit making 
institution, dedicated to the study and treatment of cardiac dis- 
eases, is organizing a symposium for the last week of July 1959. 
The subjects which will be discussed include pulmonary hyper- 
tension, surgical congenital heart disease, coronary disease, 
valvular diseases, aortic aneurysms, hypothermia, correlation 
between electrocardiography, angiocardiography and _ other 
methods of examination as diagnostic measures, and free subjects. 
There will be simultaneous translations in English and Spanish. 
All doctors are cordially invited to join in the symposium. Further 
information can be obtained from the Secretary: Dr. Alberto 
Vejarano, Fundacion A. Shaio, Carrera 13 No. 43-23, Bogota, 
Colombia, South America. 

* * 


Northern Areas Division, Cape Western Branch. At the monthly 
meeting of this Division, to be held in the Old Council Chamber, 
Klosser Street, Parow, Cape, at 8.15 p.m. on Thursday 31 July, 
a sound ciné film on ‘Urinary Infections’ will be shown and 
commentary on the film will be given by Dr. P. J. Mitford Retief. 
Tea will be served. A hearty invitation is extended to all members 
and others. 
Afdeling Noordelike Gebiede, Wes-Kaaplandse Tak. By die 
geleentheid van die maandelikse byeenkoms van hierdie Afdeling, 
wat gehou sal word in die Ou Raadsaal, Klosserstraat, Parow, 
Kaap, om 8.15 nm. op Donderdag 31 Julie, sal ’n klankkinema- 
film oor ,Urinére Infeksies’ vertoon word. Dr. P. J. Mitford 
Retief sal kommentaar daarby lewer. Tee sal bedien word. Alle 
lede en andere word hartlik uitgenooi om teenwoordig te wees. 
* * 


National Group of Neurologists, Psychiatrists and Neurosurgeons. 
The annual general meeting of this Group of the Medical Associa- 
tion of South Africa will be held in Durban from Sunday to 
Tuesday 28-30 September 1958. The business meeting will be 
held on the Sunday afternoon at 3 p.m. and a cocktail party In 
the evening. The morning and afternoon sessions on Monday 
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and Tuesday will be devoted to scientific papers on various aspects 
of neurosurgery, neurology and psychiatry. 

Professor Rumke, Director of the Department of Psychiatry, 
Utrecht, Holland, will be present as a guest of the Group. He 
will take part in the discussions and the clinical meetings and 
will read a paper on ‘Depression’. Professor Riimke will also 
address the Natal Coastal Branch of the Medical Association on 
Monday evening 29 September, when his subject will be ‘Neurosis’. 

Amongst the distinguished members of the Group who will 
take part in the proceedings are Prof. I. R. Vermooten—the 
retiring Commissioner for Mental Hygiene—and Dr. Alice Cox, 
who has recently been awarded the honorary degree of Doctor 
of Laws by the University of the Witwatersrand. 

The annual dinner of the Group will be held on the Tuesday 
evening, when Professor Riimke will be the guest of the Group. 

Members of the Group are asked to make every endeavour 
to attend this meeting and return completed intention cards 
before 31 July. This will enable the organizers to provide an 
agreeable shert stay in Durban for them. 

* 
Unie van Suid-Afrika, Departement van Gesondheid. Opgawes 
van gedugte epidemiese siektes en poliomiélitis in die Unie ge- 
durende die tydperk 4 tot 10 Julie 1958. 

Pes, Pokkies. Geen. 

Tifuskoors. Kaapprovinsie. Ses (6) Naturellegevalle in Herschel- 
distrik. Bevestig deur laboratoriumtoetse: 


S.A. TYDSKRIF VIR GENEESKUNDE 771 
Poliomiélitis 
Bl. Nat. Kl. As Totaal 

Transvaal ~ 2 - - 2 
Kaapprovinsie 1 1 2 - 4 
Oranje-Vrystaat 2 - 
Natal te 1 - - - 1 

Totaal 2 5 2 we 9 
Korreksie: 


Transvaal: In bylae nr. 10 van 1958, moet bygevoeg word 
,Pretoria-Munisipaliteit, 1 Blanke’. 
Plaaslike Besture Bl. Nie-bl. 
Transvaal: 
Johannesburg-Munisipaliteit 
Delareyville-distrik 
Kaapprovinsie: 
Stutterheim-A fdelingsraad 
Kaapstad-Munisipaliteit .. 
Worcester-Munisipaliteit . . 
Oranje-Vrystaat: 
Ladybrand-distrik 
Viljoenskroon-distrik 
Natal: 
Durban-Munisipaliteit .. 1 
P= Plattelands. S= Stedelik. 
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REVIEWS OF BOOKS : BOEKRESENSIES 


SPORT MEDICINE 


Bibliographie der Sportmedizin und Ihrer Grenzgebiete 1955. 
(Deutschsprachig). Von Dr. med. E. J. Klaus. 96 Seiten. 
DM. 3.60. Stuttgart: Georg Thieme Verlag. 1956. 


The booklet is a comprehensive index of 1,379 German, Swiss, 
and Austrian papers dealing with sports medicine and related 
fields, published in 1953-55. 

The bibliography is of value to general practitioners and 
specialists who have to attend to active and retired sportsmen. 

It can be recommended to paediatricians, nutritionists, physi- 
ologists, cardiologists, radiologists, orthopaedic surgeons, gynae- 
cologists and specialists in physical medicine as a convenient 
time-saving guide. G.H. 


THE FIFTH INTERNATIONAL CONFERENCE ON PLANNED PARENTHOOD 


The Fifth International Conference on Planned Parenthood. 
Report of the Proceedings, 24-29 October, 1955, Tokyo, Japan. 
Pp. xxviii + 315. £1 1s. London: International Planned Parent- 
hood Federation. 1956. 
Contents: 1. Addresses and Opening Speech. II. World Population and Resources. 
lll. Population Replacement as Affected by Changes in Birthrates. IV. Family 
Planning in Relation to Sociology and Health. V. Family Planning and Eugenics: 
Policies and Movements. VI. Contraception: Clinical Experiences, Techniques 
and Tests. VII. Research into Reproductive Processes and into Biological Methods 


CORRESPONDENCE 


AFRIKAANS AS MEDIESE VAKTAAL 


Aan die Redakteur: Ek verwelkom u uitnodiging! in die Tydskrif 
van 5 Julie 1958, om gedagtes te wissel oor Afrikaans as mediese 
vaktaal. Dit is nou die geleentheid vir alle Afrikaanssprekende 
geneeshere en veral vir diegene wat hul opleiding in Afrikaans 
ontvang het, of nog ondergaan, om hul mening oor dié belangrike 
saak te gee. 

Ek wil graag u voorstel oor ’n samegestelde Afrikaanse mediese 
vaktaalkommissie ondersteun. Dit ly geen twyfel nie dat die 
uiteindelike ideaal deur die pogings van so ’n mediese taalraad 
bespoedig kan word. Daar is egter ’n paar aspekte in dié verband 
wat vanaf die staanspoor in die o€ gekyk moet word. 

1. Die lede van so ’n mediese taalraad sal onbevooroordeeld 
en in alle eerlikheid aanbevelings moet doen. U weet baie goed 
hoeveel tyd en kragte en goeie voornemens verkwis kan word 
deur lede (van enige komitee) wat ’n vooropgestelde idee voor- 
Staan en dan die ,stryd voer’ ter wille van hulle selfopgelegde 
kampvegterskap. Sulke mense kan vir ons op hierdie stadium 
geen positiewe bydrae lewer nie. 


of Controlling Fertility. VIII. Sterilization and Artificial Termination of Preg- 
nancy. IX. Subfertility and Artificial Insemination. X. Marriage Counselling and 
Sex Education. XI. Concluding Session. Appendix I. Constitution and Rules of 
the International Planned Parenthood Federation. Appendix II. Progress Reports 
Submitted and/or read. 

The report of the Proceedings of the Sth International Conference 
of Planned Parenthood which took place in Tokyo in 1955, is 
a large volume covering every aspect in minute detail. 

The problem of globa! population is discussed by every country 
represented at this conference—Global population has shot up 
from 500-million to 2 billion human beings with a daily birth rate 
of 100,000. With disease and infant mortality decreasing, life span 
increasing and food production below population increase— 
Governments with a sense of responsibility to the fate of human 
beings are sponsoring and urging research to limit the population 
and to protect those already alive from the starvation, misery and 
poverty which faces them. 

This volume is a veritable mine of information showing what 
research has been done to control fertility and replace abortions. 
Birth control methods range from mechanical and chemical agents 
acceptable to the most ignorant to biological methods still in the 
experimental stage. This volume ends on a note of guarded opti- 
mism and is to be recommended as a book of reference. 

R.K. 


: BRIEWERUBRIEK 


2. Hoe minder suiwer taalakademici daar in die beginstadium 
op so ’n adviserende raad sitting het, hoe beter. Dit is nie nou ’n 
saak van taalsuiwerheid of taalstruktuur nie; dit sal later kom. 
Dit is nou ’n saak van watter rigting van die drie wat u noem, 
die doeltreffendste sal wees op vakkundige gebied. Hoe korter, 
duideliker en hoe meer internasionaal aanneembaar die bepaalde 
terme gebruik kan word, des te beter vir die vak, die dosering 
en die skrywe daarvan. Die mediese vaktaal is nie ’n skryftaal 
nie, dit is onliterér, dit is ’n spreektaal en hoogs tegnies van aard, 
en u weet watter reéls in die praktyk op ’n tegniese spreektaal 
van toepassing is. 

Dit moet duidelik begryp word dat dit met die Afrikaanse 
mediese vaktaal nie ’n geval is van Afrikaans wat ,tot sy reg’ 
moet kom nie, Of, dat dit die jongste loot is van die kragdadige 
letterkundige tak van die Afrikaanse kultuurboom nie. (Is hy so 
kragtig?) Dit is wel ’n geval van ’n bejaarde maar steeds groeiende 
kolos wat in honderde jare geword het die Internasionale Mediese 
Nomenklatuur, voor wie se deur ons taaltjie nou aanklop om 
toelating en vruggebruik van die opgegaarde erfporsie. Hierdie 
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ondergeskiktheid sal in ons taal moet erken word. Waar iemand 
derhalwe skryf ,anoksie’ is dit myns insiens onsin omdat daarmee 
direk erken word dat in Afrikaans die ekwivalent vir ,suurstof’, 

,oksigeen’ is en dit is geensins die geval nie. As ‘n ,chirurg’ nie 
‘n ,sjierurg’ word nie, dan moet strachea’ nie ,tragia, word nie. 
Kan daar ooit in Afrikaans so iets soos ’n ,oftalmoskoop’, ,kloudi- 
kasie’ of ’n ,hartarres’, wees? Die direkte vertalers is myns insiens 
op dwaalspoor. 

In baie gevalle geld dit ook vir die nuwe-woord-smede. In 
ons taalwerkwinkels word nuwe omskrywende woorde gesmee 
dat die vonke waai en in die alledaagse volksmond en in die 
bondigheid van die praktiese lewe lé daardie pragwoorde ver- 
smaai. Wie sal ooit praat van ,baarmoedernek’ as mens kan sé 
cervix’. Mens sal verder vorder met ,moernek’, maar dit klink 
baie na *n woord wat ongeletterdes graag gebruik. ,Hartstilstand’ 
klink goed en kan ‘n kans gegee word teenoor die inhegtenis- 
neming van die hart, of te wel .hartarres’! 

4. Die taal wat aan ons twee Afrikaanse mediese fakulteite 
vandag in gebruik is, is myns insiens geen norm nie, en dit doen 
eerder afbreuk aan ‘n natuurlike ontwikkeling omdat die uni- 
versiteite onder druk en heeltemal kunsmatig probeer asem blaas 
in die pasgebore liggaam van die Afrikaanse mediese vaktaal. 
Die manne wat daardie universiteite verlaat het, kan self getuig 
of hulle die spelwyse en uitspraak steeds in hulle nagraadse aktiwi- 
teite navolg. 

5. So ’n raad kan gerus ‘n verkorte naam kry bv. Afrikaanse 
Mediese Terme Adviserende Raad (of Kommissie)—A.M.T.A.R. 
of A.M.T.A.K. So sal ons dan mettertyd hé die A.M.T.A.R. 
1 en later die A.M.T.A.R. II ensovoorts, totdat die Afrikaanse 
mediese vaktaal eendag sy permanente baan in die taalruimte 
sal volg. 


Hoofstraat 304 
Paarl 
14 Julie 1958 


1. Van die Redaksie (1958): S. Afr. T. Geneesk., 32, 675. 


P. A. Rens 


MYOTONIA CONGENITA (THOMSEN’S DISEASE) 


To the Editor: 1 am submitting this letter with the object of ob- 
taining the cooperation of any doctors interested in the following 
matter. My Registrar, Dr. H. Isaacs, is trying out a new treat- 
ment for myotonia congenita (Thomsen’s disease), and the results 
obtained in two cases recently have been striking. It would be 
appreciated if any doctors having such cases under their care 
would make it possible for Dr. Isaacs to study them with a view 
to confirming the good results so far obtained. I am sure that 
the patients in the Transvaal could be admitted to my wards at 
the Johannesburg General Hospital with the consent of the Super- 
intendent. Would any doctor who is prepared to cooperate 
kindly communicate with either Dr. Isaacs or myself at the address 
below. 

A. L. Agranat 
Senior Physician, Wards 14 and 15 

Johannesburg General Hospital 


Johannesburg 
30 June 1958 


APPEAL BY HONORARY TREASURER 


To the Editor: My attention has been drawn to a letter by Mr. 
Maurice Arnold! in reply to the Memorandum re the financial 
affairs of the South African Medical Association. 

I had hoped to avoid endless correspondence on this admittedly 
contentious problem by going into the whole affair in great detail. 
All I can say is that Mr. Arnold obviously did not read the Mem- 
orandum in the same light as the numerous other members of 
our Association who have sent their contributions, in most in- 
stances accompanied by most encouraging and stimulating letters. 

And let me say at once that encouragement is most welcome 
in this rather unpleasant task. 

Mr. Arnold complains that no adequate explanation is given 
‘for the reversal in our fortunes’. I am afraid I could not possibly 
make the position clearer than what I have already tried to do, 
so that we shall have to do without his donation, unless I can 
persuade him to read through the Memorandum once more, 
perhaps in a less critical light this time. 

I might say that many members who have sent donations 
thus far have appreciated that subscriptions should have been 
raised one, two or three years ago, and have thus sent 2, 4 or 6 
guineas in payment of what should have been charged before. 
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Others have frankly been appreciative of t:- efforts of Federal 
Council and what has been achieved for the venefit of members 
of the Medical Association, and have thus contributed gener- 
ously. 

At the other end of the scale some members have reacted by 
saying that it is infra dig. to ask for donations, and they are in 
favour of immediately raising the subscriptions to 7 or 10 guineas. 
It is of course quite impossible to satisfy everybody in so large a 
community as our Medical Association. 

Numerous letters have been written in a personal vein. I cannot 
reply to them individually, but on behalf of Federal Council 
I should like to take this opportunity of thanking writers for 
the time and thought they have put into them, apart from their 
donations. 

J. D. Joubert 
‘Glen Lyon’, Rhodes Avenue 
Newlands, Cape Town 
16 July 1958 


1. Arnold, M. (1958): S. Afr. Med. J., 32, 743. 
CARDIAC REVASCULARIZATION IN CORONARY ARTERY DISEASEE 


To the Editor: Dr. Rosenberg’s article’ on this subject in the 
Journal of 5 July 1958 will act as a necessary stimulant to surgical 
research and treatment of this, our most formidable enemy. 
Two points in the article are worthy of challenge: 

1. Dr. Rosenberg says, ‘Until recently its solution remained 
entirely in the hands of the internist, who continues to maintain 
a deeply entrenched attitude ...° This is certainly a mis-statement, 
because in our struggle against this disorder we, the internists 
have welcomed any measure of promise which is unlikely to be a 
prohibitive risk. It is arduous to have to see a patient month 
after month, to persist with remedies of doubtful value (until 
recently), and encourage him without honestly sharing his faith 
in the treatment. I have treated several hundred patients with 
coronary artery disease, following some of them closely. In 
several instances I have suggested surgery, and in all but one 
case have met with a justifiable refusal. This patient was operated 
upon; he nearly died in the post-operative period and is now 
clinically and symptomatically exactly where he was before. 
He may, however, be less prone to electrically unstable zones; 
I do not know. 

2. The quoted results of surgical treatment seem impressive 
in that 45°, obtained complete relief from pain, but in other 
respects I feel that the results of medical treatment will prove 
to be equal. For the past ? years I have been treating a series of 
cases mainly with oils high in unsaturated fatty acids. I have 
not yet analysed the results, nor followed them up for long enough, 
but I suspect the results will prove comparable to those of surgery, 
possibly even better as regards mortality. Dr. Rosenberg goes 
on to say that ‘no means of preventing this disease has yet been 
found’. Surely the voluminous literature on the role of diet in 
this disease is sufficient testimony to impress our surgical col- 
leagues that one day, when the public has been sufficiently edu- 
cated, the use of the knife will hardly be necessary. 

Roy Morris 
Clarendon Centre 
4 Park Lane (off Clarendon Circle) 
Parktown, Johannesburg 
9 July 1958 


1. Rosenberg, D. M. L. (1958): S. Afr. Med. J., 32. 686 


A COMPLAINT 


To the Editor: 1 should be glad of an explanation of your action 
in publishing my memorandum! on herniotomy under conditioned 
hypnosis as a letter to the Editor. 

I wish to make it quite clear that I consider the matter as one 
of interest to the profession, and that I was not merely inviting 
editorial comment. I feel that you are entitled to withhold publica- 
tion as you think fit, but not to alter the form of an article without 
the consent of the author. 

I look forward to an explanation, if not an apology, and to 
the publication of this letter in the appropriate part of the Journal. 

M. Arnold 
Clarendon Centre, 4 Park Lane 
Parktown, Johannesburg 
1 July 1958 
1. Arnold, M. (1958): S. Afr. Med. J., 32, 628 (14 June). 
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